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On October 16, 1946, the world will celebrate the centenary of 
the advent of surgical anaesthesia as a practical measure. The 
man was W. T. G. Morton ; the country, the United States of 
America. As in the case of most great practical discoveries, 
there had been forerunners who, with little success themselves, 
iaid the stepping-stones without which the stream dividing the 
impracticable from the practicable could not have been 
crossed. Many of these forerunners were British, and it is a 
happy coincidence that the city in which Morton's courage 
enabled him to succeed in the 


“insensibility to pain.” Simpson stated that he thought this 
was a better word than “ anaesthesia,” and that he had often 
regretted that he had not adopted it. He was therefore prob- 
ably under the impression even years later that he had been 
the first to suggest the word “ anaesthetic.” 


Early Attempts to Produce Anaesthesia 


Prehistoric Times.—Since there were no written records 
in prehistoric times, it is natural that our knowledge is 
entirely speculative. On the 


supreme test Boston, 
Massachusetts—named after its 
spiritual parent in East Anglia. 
But Morton's success was not 
due to a lucky accident. His 
immediate predecessors were all 
American. Leake (1945) has 
recently suggested that it was 
not by chance that the problem 
happened to be solved on the 
other side of the Atlantic, since 
in 1846 the American nation 
was still partly in the pioneer- 
ing state; and since the chief 
problems in medical practice 
were surgical, surgeons were 
always on the watch for some- 
thing to relieve the pain which 
hampered their operations. It 
is perhaps more probable, how- 
ever, that America succeeded 
because her surgeons were not 
so fettered by the long tradition 
of necessarily painful operations 
which was the heritage of the 
Old World. 

The occasion is fitting for a 
brief review of man’s efforts to 
prevent—or at least obtund— 
the pain of surgical procedures. 


History of the Term 
Anaesthesia ” 
The New English Dictionary 
(Oxford) indicates that the word 
was first used by Bailey in 1721 


has been 
Y “nepenthe” of Homer (Odys- 


races existing in modern times, 
it has been suggested by some 
that relief from pain was sought 
by the agency of magic and 
witchcraft. The operation of 
trephination was, however, quite 
common locally in the neolithic 
period. It is strange if some 
degree of anaesthesia was not 
produced’ for this operation, 
either by induced mild con- 
cussion or by the use of some 
drug. A skull of a native of 
New Ireland in the Wellcome 
Historical Museum proves that 
the individual had been suc- 
cessfully trephined eight times 
during life, and it seems diffi- 
cult to believe that even a hardy 
native would have consented 
to undergo the operation so 
often unless some anaesthetic 
had been employed. 

The Early Civilizations.—The 
Assyrians and Egyptians were 
supposed to use pressure on 
the carotid arteries to secure 
temporary loss of conscious- 
ness. Prosper Alpinus (1591) 
stated that the Egyptians used 
the fumes of Indian hemp to 
stupefy the patient before 
operations, but this statement 

contested. The 


analogy of certain primitive 


sey) was thought by Simpson 


as meaning “a Defect of Sensa- 
tion as in Paralytic and Blasted 
ersons.” In 1829 it was used 
by Reid as synonymous with “loss of sensation.” The same 
authority gives the earliest use of the word “ anaesthetic” 
as by J. Y. Simpson in 1847. But five weeks after Morton's 
famous operation Oliver Wendell Holmes (1847) wrote to 
Morton to suggest that the state should be called “* anaesthesia,” 
from which the adjective would be “anaesthetic.” O. W. 
Holmes appears therefore to be responsible for the birth of 
the latter word. 

Sir James Young Simpson (1871), in quoting from Theocritus, 
notes that the poet used the word “ nodynia ” (ve@duvix) for 


Fic. 1.—W. T. G. Morton (1819-68). 


to have been Indian hemp, and 
indeed this drug was widely 
used as a soporific in ancient times. Pliny mentions it— 
but not in a medical context. Celsus refers to the use of 
mandragora, and Spencer considers that he possibly means 
Atropa belladonna. However, it is also admitted that the 
mandrake may have been indicated. 

Of all plants used in the practice of medicine none has a 
more picturesque history than the mandrake. Still found in 
the Mediterranean basin, the plant may be said in some ways 
to resemble a human figure. The ever-recurring legend has it 
that the plant shrieked when uprooted, and that the uprooter 
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Fic. 2.—Hickman (1800-1830), the first experimenter in anaesthetics. 
(From the water-colour painting in the Wellcome Historical Medical 
Museum.) 


fell dead. Hence arose the practice of hitching a dog to the 
mandrake and letting it suffer extinction. Dioscorides, the 
famous physician of the first century A.D., wrote much on the 
mandrake. In the quaint words of his first translator, John 
Goodyer (Dioscorides, 1934), Dioscorides says: “ And some do 
seeth the roots in wine to thirds, & straining it set it up. 
Using a Cyathus of it for such as cannot sleep, or are grievously 
pained, & upon whom being cut, or cauterized they wish to 
make a not-feeling pain.” Or, speaking of another sort of 
mandrake: “ For a man sleeps in ye same fashion, as when he 
ate it, sensible of nothing for 3 or 4 hours, from the time that 
it is brought to him. And Physitians also, use this, when they 
are about to cut, or cauterize.” Randolph studied about 150 
passages in Greek and Latin literature which bore on surgery, 
and he concluded that “the mandragora was the principal and 
almost the only anaesthetic of antiquity, that the use of anaes- 
thetics never became general.” Despite the frequency with 
which mandragora was mentioned later by lay writers in many 
countries—compare, for example, Othello—it would appear 
from Oppenheimer’s work (1928) that it was not mentioned by 
any of the Latin poets. 

In the second century the Chinese physician Hua T’o used 
a wine of unknown composition—ma-yao—as an anaesthetic 
(Sarton). 

The Arabian practitioners of the healing art undoubtedly 
used certain plant infusions as supposed anaesthetics. For 
example, Avicenna says that if it is desirable to procure a 
deeply unconscious state so that a painful application to the 
body can be tolerated, darnel-water should be given in wine: 
or fumitory, opium, hyoscyamus, nutmeg, or crude aloes should 
be administered (Gruner, 1930). 

The Middle Ages.—It should be noted that up to this period 
all the narcotics or would-be anaesthetics which were used were 
administered by mouth. Before the advent of Salernitan medi- 
cine in the Middle Ages, however, a new method makes its 
appearance—that of the spongia somnifera, or soporific sponge 

though narcotic beverages, mostly containing mandragora, 
continued to be used. The earliest known recipe for a soporific 
sponge is the Antidotary of Bamberg, dating from the ninth 
century. Jt contains opium, mandragora, cicuta, and hyoscy- 
amus (Sigerist, 1923). The interesting point about these sponges 
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is that the drugs were in- 
haled from the sponge held 
to the nostrils. Baur (1927) 
made a thorough examina- 
tion of these mediaeval 
recipes, and carried out an 


touch more suddenly brought on by the 
agency of sulphuric acid and carbonate of 
Lime. The resulis in this case were not so 
satisfactory ; some blood escaped from the 
wounds, and a slight degree of inflammation 

| followed, and the wounds did not heal se ra- 


pidly as the first experiment. experimental _ investigation 

on animals of the use of 

Gh. Biss, various soporific sponges 

foot ong, were | made according to them. 

She concluded that the 


effect produced would not 
be sufficiently marked to 
warrant their use as an- 
aesthetics in surgery. How- 
ever, it must be remembered, 
as she admits, that there was 
something of the secret art 
about the surgery of these 
centuries, and that if a sur- 


from each was taken off; no hemorrhage 
took place upon the return of sensation, and — 
the wounds appeared quite healed on the 
third day, without the animals having ap- 
parently suffered prin, when they were given 
their liberty. 


Exreaiwest Sth. An adult dog was ren- 
dered insensible by means similar to the 
preceding, and the muscles and bloed-ves- | 
sels of one of its legs were divided. There geon stumbled on a g i 
was no hemorrhage from the smaller vessels ; ‘ 

a ligature which sesured the main artery | narcotic he would tend to 
come away on the fourth day, and the ani- | keep it to himself. 

— — Later Centuries—Itn_ the 
Fic. 3.—An important page of sixteenth and seventeenth 
Hickman’s rare pamphlet, A centuries knowledge of nar- 
Letter on Suspended Anima- ; 

cotics was largely bound up 


tion .*. . , Tronbridge, 1824. 
(From the copy of the original with the trials of witches 
Historical and the torture of malefac- 


introduced in small quantities, and one toot 
| 


in the Wellcome 
Medical Museum. Half size of tors. It was believed that 
original.) . 
the swallowing of certain 


types of soap produced narcosis sufficient to dull the pain of tor- 
ture. Opium was largely used by surgeons, but in 1784 Moore 
stated that the strongest dose a surgeon dared give before an 
operation had little or no effect in mitigating the pain of the pro- 
cedure. Velpeau, as late as 1832, thought that it was impossible 
to prevent pain during operations. Alcohol had been employed 
for centuries, but it was generally admitted that, though success 
might be achieved by chance in certain cases, there could be no 
guarantee that this method would be in the least effective. 


Mesmerism and Hypnotism 

Franz Anton Mesmer (1734-1815) published his book on ani- 
mal magnetism in 1779, but he was generally derided as a quack, 
and it was not until James Braid became interested in the sub- 
ject over sixty years later that the possibility of using the 
hypnotic sleep for curative purposes was realized. His book on 
this subject (1843) was published contemporaneously with the 
work of the early pioneers of ether anaesthesia. Two entirely 
different methods of preventing pain during operations were 
therefore developing at the same time. 

Hypnotism was first actually used for this purpose by John 
Ell‘otson (1843), of University College Hospital, London. The 
reaction was so violent that he had to resign from his official 
posts. Two years later James Esdaile, a Scot resident in Cal- 
cutta, found by chance that he had the power to induce in 
an Indian native a state of hypnosis in which painful stimuli 
were not felt. He started to use the method for surgical opera- 
tions, and by 1846—the year in which Morton made ether 
anaesthesia practicable—Esdaile was able to report 261 pain- 
less operations with a mortality of only 5.5%. However, on 
his return to Scotland Esdaile found the inhabitants of that, 
his native, country too hard-headed to be susceptible to his 
influences. Meanwhile “ etherization™ had started on the path 
from which it has not since diverged. 


Early Pioneers of Inhalation Anaesthesia 

The starting-point in the history of inhalation anaesthesia is 
the fact that Sir Humphry Davy (1800) breathed nitrous oxide 
in the pure state in 1799. He observed the sensations produced 
in himself by both low and high concentrations of the gas. 
He also noted that a headache and the pain associated with the 
cutting of a wisdom tooth were both relieved at the time of 
breathing the gas. He suggested that the gas might “ probably 
be used with advantage during surgical operations in which 
no great effusion of blood takes place.” Despite this hint Davy’s 
influence on the development of anaesthesia was only indirect. 
At the time his suggestion was not followed up, but the practice 
which he introduced at the Pneumatic Institute at Clifton of 
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inviting visitors to inhale nitrous oxide and note their sensa- 
tions had important social and medical consequences. Demon- 
strations of the effects of nitrous oxide were frequently given, 
and at a later date nitrous oxide parties and “ ether frolics ” 
were very popular. 

As an example of such a demonstration of the effects of 
nitrous oxide it is interesting to quote a passage from a little 
book published in 1839—exactly forty years after Davy had 
popularized the method. The work is Chemistry No Mystery 
(1839), by John Scoffern, a surgeon and hospital chemist. He 
professes to report the words of a lecturer who is speaking to 
a popular audience: “ Having proceeded thus far in his Lecture, 
the old gentleman handed round a great number of bladders 
filled with the gas (nitrous oxide); and here our shorthand 
writer ceased from his work. Anxious to enjoy the fun as well 
as the rest, his office of scribe did not hinder him from seizing 
a bladder too: for my part | determined to have some amuse- 
ment of another kind, in witnessing the effects produced by 
the gas upon others, without breathing any myself ; and, per- 
haps, I laughed more than either of the breathers. Oh, how 
shall I describe the scene which followed? For one instant, 
the silence of our Lecture-room was only broken’ by the deep- 
drawn inspirations of those who were breathing the gas: all 
seemed to be enjoying the eXtreme happiness, they puffed and 
pulled as if they could not get enough. It was, indeed, irresis- 
tibly ridiculous to see a large room filled with persons, each 
of whom was sucking from a bladder, and this alone made me 
laugh right well; but in another instant began their ecstasies, 
some cast their bladders from them with a jerk, and, forgetting 
the ridiculous figure they made, kept breathing laboriously ; 
their mouths thrown wide open, and their noses still tightly 
clenched: some jumped over the tables and chairs ; some were 
bent on making speeches ; some were very much inclined to 
fight ; and one young gentleman persisted in attempting to kiss 
the ladies. I have heard it insinuated that he breathed very 
little of the gas, and that he knew very well what he was doing ; 
but this statement I consider to be untrue. As to the laughing, 
I think it was chiefly confined to the lookers-on. 

“A few minutes served to restore those maniacs to their 
senses, and they felt as if nothing had occurred; for it is a 
peculiarity of this gas, that it does not act like intoxicating 
liquors in producing depression of spirits, disorder of the 
stomach, or indeed any other unpleasant effects. 

“As our instructor had predicted, we did not after this 
exhibition feel very much inclined to study philosophy, and 


Fic. 4.—Crawford W. Long (1815-78). 
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therefore the Lecture, although short, was brought to a 
conclusion.” 

This scene is freely illustrated by George Cruikshank in a 
frontispiece to the book, which is here reproduced as Fig. 6. 
An article, attributed to Michael Faraday and pointing out the 
change of these practices, appeared in the official organ of the 
Royal Institution (1818). 1 shall return shortly to the result 
of one of these strange demonstrations. 


Hickman and Suspended Animation 

It would be difficult for anyone associated with the Wellcome 
Historical Museum not to have a tender spot in his heart for 
Henry Hill Hickman—the Rupert Brooke of anaesthesia—since 
that Museum possesses practically all his extant manuscripts in 
addition to a copy of his very rare published work and a number 
of relics. The Museum also possesses a fine water-colour paint- 
ing of Hickman carrying out his experiments (Fig. 2). (Owing 
to an error in the Souvenir Volume (1930) this picture is often 
wrongly stated to be in oils.) With a view to writing these few 
lines I have re-studied his writings, which were published in 
facsimile by the late Sir Henry Wellcome (1930). 

Hickman, a “ Shropshire Lad,” was born in 1800, and before 
he had attained his majority he had become a member both of 
the Royal College of Surgeons of London and of the Royal 
Medical Society of Edinburgh. During his short life of thirty 
years he practised in Ludlow, in Shifnal, and in Tenbury. 
Hickman was of a gentle disposition, and he was obviously 
much affected by the pain which he had to cause while opera- 
ting. From manuscript notes in this Museum it is proved that 
his experiments on animals dated from at least the spring of 
1823, and on Feb. 21, 1824, he addressed a letter to T. A. 
Knight, of Downtown Castle, near Ludlow, in which he pleads 
for the use of “suspended animation™ in surgical operations, 
and as an appendix gives details of seven experiments on 
animals. In the same year Hickman (1824) published an 
amended version of this letter in pamphlet form, printed by 
W. Smith of Ironbridge. An important page of this letter is 
reproduced here (Fig. 3). Knight was a friend of Sir Humphry 
Davy and a Fellow of the Royal Society—though interested 
mainly in trees. Hickman obviously hoped that his animal 
experiments would receive the sympathetic consideration of the 
great scientists of the day, so that some eminent surgeon might 
be induced to try his methods on the human subject. His 
hopes were disappointed. During the next three years he 
probably continued his experiments, and in 1828 he repaired 
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Fic. 6.—** Laughing Gas.”” Cartoon by George Cruikshank, 
from Chemisiry No Mysiery, by John Scoffern, London, 1839. 


to Paris, where he addressed a memorial to Charles X. As a 
result, Hickman’s case for a trial of suspended animation was 
submitted to the Académie de Médecine, which appointed 
Dubois, Richerand, Merat, Segallas, and Ribot to constitute a 
commission and to report. Unfortunately, no evidence has 
been found of any action taken by the commission. Sick at 
heart, Hickman returned home, and shortly afterwards died at 
the age of thirty years. 

Hickman believed that suspended animation could be induced 
without too great risk to life, and in his experimental work he 
confined animals individually in a bell-jar over water and 
induced the “ torpid state ” either by allowing them to rebreathe 
their own exhaled air or by passing carbon dioxide, produced 
by the action of sulphuric acid on calcium carbonate, into the 
bell-jar. While the animal was in the state of torpor he per- 
formed a surgical operation on it. In his early experiments he 
used a puppy, a mouse, a dog, a rabbit, and a kitten. It should 
be noted that Hickman’s object was not only to produce a state 
in which an operation could be carried out painlessly, but also 
to ascertain whether the wounds would heal more or less 
quickly under these conditions. He pointed out that “ carbon 
has a most powerful antiputrescent quality,” and believed that 
a wound made on an animal in a torpid state heals more quickly 
than one made on a “sensible” animal. It should be noted 
that in his early experiments Hickman was apparently wedded 
to carbon dioxide, and that it is only in the memoir of 1828 
that the possibility of using other gases is mentioned. 

The following appears to me to be a fair estimate of Hick- 
man’s importance. (a) In the first place he was one of the 
earliest, if not the earliest, to carry out planned experiments 
on animals in connexion with anaesthesia. (b) His adoption of 
the term “suspended animation” seems to have been funda- 
mental to his system. Insensibility to pain was to be effected 
by the production of total suspension of most of the functions 
of animation—the heart being probably the only exception. 
That he recognized the grave risk is obvious. He said: “IT 
used inflating instruments in one experiment only, and there- 
fore am not prepared to say to what extent such may be used 
with advantage ; but I thnk it probable that those and the 
Galvanic fluid would operate in restoring animation in some 
cases.” (c) This being the case, even if Hickman experimented 
with other gases, which is doubtful, he probably did not con- 
ceive of them as acting in such a way that the “ state of torpor” 
was unaccompanied by any serious effect upon a function such 


as the respiration. (d) The question arises whether the whole 
of the effects which were produced in Hickman’s experiments 
were due to asphyxia, or whether any part was a result of the 
anaesthetic effect of carbon dioxide gas. Chauncey Leake and 


A. The Urn with its stopper, into 
* which the ether is poured. 

B. Valve which admits the air. 

C. Contains sponge saturated with 
ether. 

D. Valve which opens at each 
inspiration, and closes at 
each expiration. 

E. Ferule for regulating the 
quantity of atmospheric air 
admitted. 

F. Valve for the escape of expired 
air. 

G. Mouth-piece. 


. Lower vase. 
Spring for closing the nose. 


Fic. 7.—The ether inhaler designed by Peter — and used by him 
at Liston’s operations on Dec. 12, 1846. 


Waters (1928) did some work on this problem, and found that 
carbon dioxide did indeed have in itself a certain anaesthetic 
effect. 

Hickman’s position may be summarized finally by saying that 
he was among the first to carry out planned operations on 
animals in this connexion, and that he was certainly the first 
to set out deliberately to obtund the pain of a surgical opera- 
tion by the inhalation of a gas. In 1847 Dr. Thomas Dudley 
espoused the cause of his priority, and the resulting correspon- 
dence is given in the Wellcome volume. 


Founders of Inhalation Anaesthesia 

The stage was now set for the men who used effective gases 
or vapours to produce unconsciousness during surgical opera- 
tions. 

According to Lyman (Keys, 1945) William E. Clarke, a 
young doctor in Rochester, U.S.A., administered ether on a 
towel to a Miss Hobbie in January, 1842, and one of her teeth 
was then extracted painlessly by a dentist, Dr. Elijah Pope. The 


Fic. 8.—Sir James Young Simpson (1811-70). 
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experiment arose out of Clarke's knowledge of ether acquired 
by frequent attendance at “ether frolics.” This was apparently 
the first use of ether for a dental or surgical operation. Clarke 
did not follow up his discovery, and presumably considered it 
of no importance. 

Crawford W. Long, 1815-78 (Fig. 4), a practitioner of Jeffer- 
son, Georgia, had also had experience of “ether frolics,” and 
on March 30, 1842, he used ether, given on a towel, as a general 
anaesthetic. The patient was a young man called James M. 
Venable, and the operation was removal of a tumour on the 
back of the neck. The operation was successful and painless. 
During the next four years Long gave ether four or five times. 
Claims have been made for him as the discoverer of anaesthesia, 
and statues have been erected in his honour. But Long pub- 
lished nothing at the time, and it was not until 1849 that he 
issued a statement of the reasons which prévented him from 
pressing the use of ether by others. None of his reasons is 
very convincing. In any case, if mere priority of personal use 
is alone considered, it would appear that Long's claims must 
now be surrendered in favour of those of Clarke. 

Horace Wells, 1815-48 (Fig. 5), was a dentist .in Hartford, 
Connecticut, and on Dec. 10, 1844, he attended a public demon- 
stration of the effects of nitrous oxide, given by “ Professor” 
Colton, a noted lecturer on popular science. As a result of the 
fact that a friend of Wells who, while under the influence of the 
gas, did not feel the pain of mild injuries which he had received 
at that demonstration, Wells determined to try the effect of 
nitrous oxide for tooth extraction. On Dec. 11, 1844, Wells 
had one of his own teeth extracted by his colleague, Dr. John 
M. Rigg, in the presence of Colton, Cooley, and another person. 
Wells exclaimed afterwards: “I didn’t feel it so much as the 
prick of a pin.” Wells was convinced that his discovery was 
of use to mankind, and determined that it should be made 
widely known. 

After giving nitrous oxide in about fifteen further cases Wells 
accordingly went to Boston, Mass., where he called on W. T. G. 
Morton and C. T. Jackson, the well-known geologist and 
chemist. As a result of his statements John Collins Warren 
asked Wells to give a demonstration before the class of surgery 
at the Harvard School. Towards the end of January, 1845, 
Wells gave this demonstration, but unfortunately the boy whose 
tooth was being extracted groaned during the operation— 
although he later stated that he had felt no pain. Wells said 
later that he had removed the gas-bag too soon. The critical 
audience laughed and considered the whole thing as a hoax. 
Wells returned to Hartford and continued to use nitrous oxide 
and to experiment on certain vapours, but for the world at 
large surgical anaesthesia remained an unattainable goal—if it 
was even thought of as a goal at all, except by a few visionaries. 

William Thomas Preen Morton, 1819-68 (Fig. 1), a dentist of 
Boston, had been a pupil of both Wells and Jackson. He had 
been at the unsuccessful demonstration given by Wells. For 
some months he appears to have done nothing, although in the 
subsequent controversies he wrote and said that he had been 
experimenting on animals and on two assistants with ether 


(Figs. 9 and 10 are photographs of busts specially made (1946) for 
the Wellcome Historical Medical Museum by Ruth Poynter.) 


Fic. 9.—Robert Liston 
(1794-1847). 


Fic. 10.—John Snow 
(1812-8) 
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Fic. 11.—Joseph Thomas Clover (1825-82). 


during this period. On Sept. 30, 1846, Morton appears to have 
called on Jackson and asked him to give him some nitrous 
oxide. Jackson told him his gas-bags were empty and sug- 
gested that Morton should try sulphuric ether, which he would 
find just as efficacious. The same evening Morton used the 
ether in the extraction of a tooth; the patient was Eben H. 
Frost. Without delay Morton took his first steps to patent 
“ etherization,” and he also called on J. C. Warren and asked 
permission to give ether as an anaesthetic at the Massachusetts 
General Hospital. On Oct. 14 Dr. C. F. Heywood, house- 
surgeon to the hospital, wrote to Morton at Warren's request, 
in\iting him to be present at 10 a.m. on Friday, Oct. 16 (Keys, 
1945). 

The events which preceded this historic operation, and the 
operation itself, have often been described (see especially Keys, 
1945 ; Raper, 1945 ; Duncum, 1946). Morton, in the short time 
at his disposal, went to considerable trouble to provide himself 
with a suitable inhaler—a glass globe with two necks. The 
globe contained “the prepared vapour with sponges to enlarge 
the evaporating surface.” Air entered through the upper neck, 
and after passing through the vapour, was inspired through 
the side neck. The side neck or mouthpiece contained a valve 
which prevented the expired air from passing back into the 
globe (Bigelow, 1847). This inhaler is still preserved in the 
Massachusetts General Hospital. The patient was a young 
printer, Gilbert Abbot (or Abbott); the condition a tumour of 
the neck; the surgeon, J. C. Warren; and the anaesthetist, 
W. T. G. Morton. The patient was strapped to an operating 
chair. The demonstration was completely successful. Warren 
(1846) published his own account of it. At the end of the 
Operation Warren is reported to have said to the audience: 
“Gentlemen, this is no humbug.” Poor Wells! 

On the following day, Oct. 17, Morton gave his second 
demonstration, in the case of a tumour of the shoulder. This 
too was successful. In his next case, one of amputation of 
the breast on Nov. 4, he was unable to anaesthetize the patient 
after trying for an hour and a half (Raper, 1945). On Nov. 7 
he had his most spectacular success. The patient was Alice 
Mohan and the operation was for amputation of a leg. 

The subsequent history of Morton and his ciscovery is too 
complicated to be told here. He was a man of affairs, not a 
scientist. From the first he had been determined to make a 
fortune out of his method. Even at the Boston operation he 
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had added colouring matter and other substances to his liquid 
ether, and the result he called a “ compound.” It was not until 
Nov. 6 that he admitted in a confidential letter to the hospital 
authorities that his medium was simply sulphuric ether. Almost 
immediately Morton applied for a patent; but Jackson, who 
had a reputation for trying to steal inventions, had brought 
pressure to bear on him, and when the patent was issued on 
Nov. 12, 1846, it bore the joint names of Jackson and Morton, 
with Jackson assignor to Morton. A photostat copy of this 
Letters Patent, No. 4848, lies before me as I write. Morton 
spent the rest of his life trying to establish his claims, and he 
made no further contribution to the history of anaesthesia. 


First Operation under Ether in Europe 

Up to the present it has always been recognized that the 
first major operation under general anaesthesia in the old world 
was that carried out by Liston at University College Hospital, 
London, on Dec. 21, 1846. From research on which I am 
engaged at the time of. writing it is evident that some weeks pre- 
vious to this date ether was used as a general anaesthetic in a 
case of amputation of a limb at the Dumfries and Galloway 
Royal Infirmary. There was a direct link between the Boston 
operation and that carried out at Dumfries. Scotland can there- 
fore justifiably claim the first use of general anaesthesia in 
Europe. An extended account of this operation will be pub- 
lished at an early date.* 


Practical Application of General Anaesthesia in England 

On Nov. 28, 1846, Prof. Jacob Bigelow, of Harvard, wrote 
to his friend, Dr. Francis Boott, of Gower Street, London, a 
letter acquainting him of Morton’s achievement. Boott was 
an American, a Harvard man. Bigelow enclosed a newspaper 
article by his son which related to the discovery. The letter 
was three weeks in transit, and was probably received by Boott 
about Dec. 17. On Saturday, Dec. 19, Boott gave ether as an 
anaesthetic to a Miss Lonsdale while a tooth was extracted by 
his dentist friend, James Robinson. Meanwhile Boott had 
written to Robert Liston (Fig. 9) of University College Hospital, 
and on Monday, Dec. 21, the latter wrote to Boott the historic 
letter (Liston, 1847) in which he said that he had that day 
carried out two operations under ether, one being a case of 
amputation of the thigh, and the other evulsion of both sides of 
the great toe-nail. Joseph Lister was present at these operations. 
The anaesthetic was given by Peter Squire, who improvised an 
inhaler for the occasion (Forbes, 1847) (Fig. 7). 

The practice of “ etherization” was thus safely launched in 
this country, and its use on the Continent of Europe followed 
in the early weeks of 1847. 


Simpson and Chloroform 

On Jan. 19, 1847, James Young Simpson, of Edinburgh 
(Fig. 8), was the first to use ether as an anaesthetic in obstetric 
practice. The ether was given at the time when the labour pains 
were strongest. Prof. Jacob Bigelow, of Boston, in 1870 claimed 
that this honour belonged to America, and in his reply Simpson 
(1871) not only discredited this assertion but gave an illumina- 
ting discussion of the whole position. Simpson soon found 
that his patients objected to the smell of ether, and in an 
endeavour to discover a more suitable volatile anaesthetic he 
experimented with various substances on himself and his friends. 
The use of chloroform was suggested to him in October, 1847, 
by David Waldie, Chemist to the Apothecaries’ Company of 
Liverpool. Simpson (1847) began to use chloroform as an 
anaesthetic in obstetrics early in November, 1847, and he 
employed it in three cases of operation in the Edinburgh Royal 
Infirmary on Nov. 15 of that year. Within a matter of weeks 
it had almost displaced ether as a general anaesthetic. 

A word should be said about the heated and prolonged 
controversy which hinged on religious objections to the use 
of anaesthetics in childbirth. The objections were on various 
grounds, but a very strong one depended upon the translation 


of the Authorized Version of Genesis iii. 16: “In sorrow 
[‘etzebh] thou shalt bring forth thy children.” Simpson quoted 
Genesis ii. 21 to show that God was the first Anaesthetist, 


and he asserted that the Hebrew word 'etzebh does not imply 
the sorrow associated with physical pain but rather the muscular 
effort involved in labour. The controversy did not really abate 


* This operation will be described at a meeting of the History of 
Medicine Section of the Royal Society of Medicine on Oct. 16. 


until Queen Victoria had chloroform during the birth of Prince 
Leopold in 1853. It is interesting to note that De Quincey's 
son, Francis, was a medical student at Edinburgh when. chloro- 
form was first used, and he immediately wrote to his father 
regarding the religious scruples. De Quincey replied, and his 
arguments against the religious scruples are printed in his 
collected works (1890). They no doubt helped to get Francis 
his M.D. in 1849. 


Snow, Clover, and Late Developments 

It is often overlooked that John Snow (Fig. 10), one of the 
greatest of epidemiologists, was the same John Snow who 
became the first professional anaesthetist, the first research 
worker on anaesthetics, and the greatest of all the early workers 
in the field of practical anaesthetics. A Yorkshireman, Snow 
was born in 1813, qualified in London in 1838, and by 1841 was 
working on the scientific aspects of asphyxia. Snow very soon 
became Liston’s anaesthetist, and in November, 1847, he adopted 
chloroform as a better anaesthetic than ether. Snow devised 
various types of inhalers and other pieces of apparatus, and the 
influence of his writings on the later developments of anaesthetic 
practice was of the greatest importance. He twice gave chloro- 
form to Queen Victoria. Snow was an amateur epidemiologist, 
and he it was who was responsible for terminating the terrible 
cholera outbreak of 1854, which is known in history as the 
episode of the Broad Street pump. Snow died in 1858. 

Snow’s leading place in the anaesthetic field was taken by 
J. T. Clover (Fig. 11). In 1862 he devised a new inhaler which 
permitted the accurate regulation of chloroform and air mix- 
tures. This inhaler necessitated the use of a large reservoir bag 
which was slung on the back of the anaesthetist. In 1874 he 
advocated a supplemental bag which allowed of the rebreathing 
of a portion of the anaesthetic. and two years later he introduced 
the gas-ether sequence. In 1877 he devised a portable inhaler 
for the regulation of the ether flow. 

The later developments of the technique of anaesthesia~—the 
controversy over ether versus chloroform, the re-introcuction 
of nitrous oxide in 1862, the Hyderabad Commission, the 
introduction of new methods, new anaesthetics, and a plethora 
of new inhalers—are all far too complicated and too recent to 
warrant discussion here. The trail had been blazed, religious 
objection had been overcome, and thanks to the greatest of the 
early anaesthetists the subject had become not only a profession 
but a science. 


Epilogue : The “ Discoverer” of Anaesthesia 

In this paper I have set out a few of the facts which are 
known about those who may have some claim to be named the 
“ discoverer ” of anaesthesia. On this subject there has been a 
wealth of writing, not to mention all the arguments which 
passed through the United States Courts and Cangress over 
many years. Let each choose according to his judgment. After 
some considerable study of the evidence I venture to give here 
my own views. 

The five possible contestants are Clarke, Long, Wells, 
Jackson,’ and Morton. If by “discovery” we mean a “ dis- 
covery to satisfy the discoverer,” the palm goes to Clarke 
by a short head, and then to Long. But Clarke had only one 
case, which was unpublished. Long had a number of cases 
over years, but he never expressed the slightest interest in 
promulgating his discovery. It was apparently only when Fame 
seemed to be looking for a head on which to bestow the laurel 
that Long woke up and saw what he had missed. If therefore 
by “discoverer” we mean one who “ uncovers" for the world 
to see, to use, and to emulate, then both these men are out of 
the running. Wells is in a different position. He set out 
consciously to discover an anaesthetic agent which would be 
effective in major surgery, and he intended that the world 
should use it. Chance turned him to nitrous oxide. Had it 
not been for the unfortunate circumstances attending his first 
and only public demonstration he might have been hailed as 
the discoverer of general anaesthesia, though not of ether 
anaesthesia. Jackson, even if he did have the idea that 
sulphuric ether was the substance to try in the human, never 
took any steps in the matter until jealousy of Morton goaded 
him into action. Had Morton not used sulphuric ether, he 
would have succeeded—at least fairly well—with nitrous oxide. 
Further, whether or not he had been experimenting with ether 
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before he consulted Jackson, it seems certain that he would 
have lighted on that substance himself. Discoverers are usually 
the children of preced.ng events. If one man can be called the 
discoverer of general anaesthesia, then that man is Morton. 
On the centenary of his discovery, we salute him for his good 
fortune, his perseverance, and for the inestimable boon which 
he conferred on humanity. 

On the centenary day, Wednesday, Oct. 16, at 4.30 p.m., an 
exhibition at the Wellcome Historical Medical Museum, illus- 
trating the whole history of anaesthesia, will be officially opened 
by Lord Moran. 
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RECENT ADVANCES IN ANAESTHESIA 


BY 
C. LANGTON HEWER, M.B., BS., D.A. 


Senior Anaesthetist and Demonstrator of Anaesthesia, 
St. Bartholomew's Hospital 


In putting together any account of recent advances the first 
question to be decided is the meaning to be attached to 
“recent.” The science and art of anaesthesia is now one 
hundred years old, but it is convenient and also useful to com- 
pare the state of the specialty as it was just after the war of 
1914-18 with that at the present time. 

To deal first with the preparation of the patient: at the 
beginning of the period selected pre-operative starvation and 
purging were all too common, and the unhappy victim was 
often in a very poor condition before the anaesthetic was 
administered at all. Premedication was practically confined 
to subcutaneous morphine and atropine administration, basal 
narcosis being unknown. The anaesthetics in common use were 
nitrous oxide, chloroform, ether, and ethyl chloride. Short 
procedures such as dental extractions were usually performed 
under a “straight” gas, although it must be remembered that 
Hewitt’s two-bag nitrous-oxide-and-oxygen apparatus had been 
in use since 1892. For minor operations in children the usual 
anaestheticewas ethyl chloride. For major surgery the two 
commonest standard techniques were the nitrous oxide—ether-— 
chloroform sequence and nitrous oxide-ether—open ether. In 
either case anaesthesia was induced with an original or modified 
Clover’s inhaler, thereby obviating, on the one hand, the 


unpleasantness and- tedium of starting with open ether and, on 
the other, the dangers of a chloroform induction. 

Continuous nitrous oxide and oxygen was used to a limited 
extent with the original Boyle apparatus with bubble sight- 
feeus, which was based on Gwathmey’s American machine. 
The value of gas and oxygen in shocked battle casualties had 
been recognized towards the end of the war of 1914-18, and 
a portable machine designed by Geoffrey Marshall on the same 
principle as Boyle’s apparatus had been used in France. 
Children were usually given the open ethyl chloride-ether 
sequence. Inhalation with a face-piece was the predominant 
technique, although the insufflation endotracheal method had 
been developed for the plastic repair of facial wounds. For 
this purpose a stiff gum-elastic catheter was passed into the 
trachea by direct laryngoscopy. Excision of malignant growths 
of the tongue and adjacent structures was dealt with by chloro- 
form dropped on to a Hahn cone connected by rubber tubing 
to a laryngotomy tube. Leakage of blood into the trachea was 
prevented by a large marine sponge in the oro-pharynx. 

Pharyngeal insufflation of chloroform and air from a Junker 
bottle was used for dissection tonsillectomy and for other 
operations about the mouth. Occasional alternatives to in- 
halation were rectal oil-ether and intravenous ether in saline. 
Local analgesia was practised very considerably, particularly on 
the Continent. Cocaine was used as a surface analgesic and 
procaine for injection purposes. These drugs permitted an 
operating time of only about three-quarters of an hour. Spinal! 
analgesia was confined to hyperbaric solutions, usually of 
stovaine or tropacocaine, and little was known as to control- 
lability. 

Having passed briefly in review the position as it was at 
the end of the last war, we are now able to assess the advances 
made in the quarter of a century which has since elapsed 


Preparation of the Patient and Premedication 


The preparation of the patient is directed towards putting 
him in the best possible condition immediately before opera- 
tion. It may include the administration of extra glucose or 
possibly a blood transfusion, but there should be an absolute 
minimum of purging and abstinence from food and drink. 
Premedication is no longer a mere routine, but is calculated 
for each individual patient. Sedation is often adequate, usually 
with a morphine derivative and scopolamine or with an oral 
barbiturate ; but complete basal narcosis may be indicated for 
the highly strung nervous patient, particularly if suffering from 
thyrotoxicosis. For this purpose rectal paraldehyde is often 
used for children and bromethol (avertin) for adults. 

If the patient is conscious when he arrives in the anaesthetic 
room he can then be anaesthetized in a few seconds by an 
intravenous injection if he dislikes the application of a face- 
piece. There is no doubt that the introduction of the rapidly 
acting barbiturates constituted a major advance in anaesthesia 
between the wars, and although they possess disadvantages 
(chiefly in producing respiratory depression and a tendency 
towards laryngeal spasm) they have proved extremely safe in 
the hands of experienced anaesthetists. For prolonged opera- 
tions, however, continuous intravenous anaesthesia is not quite 
so satisfactory as was originally predicted. 


New Volatile Anaesthetics 


Various new volatile anaesthetics have been introduced since 
the eni of the last war. The hydrocarbon gases were investi- 
gated—particularly ethylene, acetylene, propylene, and cyclo- 
propane. Ethylene attained much popularity in America, but 
never came into extensive use in Great Britain owing to its 
smell and inflammability. Acetylene had some vogue in 
Germany. Propylene was found to have too great a tendency 
to cause cardiac arrhythmias and was soon abandoned. Cyclo- 
propane alone of the series has gained a permanent place in 
anaesthesia in this country. It possesses the valuable properties 
of being non-irritating and potent, so that a high proportion 
of oxygen can be used with it. These properties have en- 
couraged its employment in thoracic surgery in practically all 
cases in which it is not essential to use the diathermic cautery 
inside the chest. Owing to its high cost, cyclopropane is always 
used in a closed circuit. 

Certain ethers besides the usual diethyl variety have been 
investigated, but the only one to attain any popularity has been 
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divinyl ether. This resembles ethyl chloride, but causes less 
nausea and vomiting. A tendency towards liver damage neces- 
sitates care and the admixture of oxygen for long cases if the 
drug is used in the pure state; but it can be employed to 
reinforce diethyl ether in the proportion of 25% (“ vinesthene ” 
anaesthetic mixture). 

The other new volatile agent which is now in general use 
is trichlorethylene (‘“trilene”). This drug has proved ex- 
tremely useful for producing general analgesia, particularly 
in midwifery and dentistry, and for the induction and main- 
tenance of a light plane of general anaesthesia (usually with 
nitrous oxide and oxygen). Trichlorethylene, however, should 
never be “pushed” to produce relaxation, as tachypnoea is 
very likely to develop. 


Curare in Anaesthetic Practice 


At this point curare must be mentioned, as the introduction 
of this drug into anaesthesia seems likely to mark the greatest 
advance in recent years. The isolation of the pure alkaloid 
d-tubocurarine chloride by H. King in 1935 has enabled a 
preparation to be used which is free from undesirable side- 
actions such as bronchospasm. The main effect of curarine 
is exerted at the myoneural junction, where it prevents the 
normal action of acetylcholine from producing muscular con- 
tractions ; in other words, it is a muscle relaxant, and in normal 
dosage is neither an anaesthetic nor an analgesic. Curarine 
has proved extremely useful in upper abdominal surgery, where 
it is given in divided doses by the intravenous route, the patient 
being rendered unconscious by very light inhalation or 
intravenous anaesthesia. 


Techniques and Apparatus 


Turning now to techniques and apparatus, anaesthetic 
machines have developed very considerably since the original 
“Boyle” was introduced in this country. Continuous-flow 
machines are now provided with accurate dry flowmeters, while 
the intermittent-flow variety, which will always be associated 
with the name of the late E. I. McKesson, has proved invaluable 
where positive pressure is desired, as in continuous nasal gas- 
and-oxygen for dentistry. 

The closed circuit with carbon dioxide absorption by means 
of a soda-lime canister has resulted in undreamed-of economy 
in gas consumption and has diminished the risk of explosion 
’ when inflammable vapours are being used, besides affording 
other important advantages to patients. The closed circuit is 
applicable to most types of inhalation anaesthesia except when 
paraldehyde has been used for basal narcosis or when trichlor- 
ethylene is being employed. 

If no gases are available the “ Oxford vaporizer " can be used 
for giving ether and air on the draw-over principle. This is 
a considerable advance over open ether, as a known percentage 
of vapour can be used and very fine control is possible. This 
is accomplished by maintaining the liquid at a constant 
temperature by means of a chemical thermostat. 

The endotracheal technique has changed radically during the 
period with which we are dealing. The insufflation method 
with a small catheter is now obsolete and has been replaced by 
the wide-bore inhalation technique introduced by I. W. Magill. 
A gastight and watertight seal can be provided either by pack- 
ing or by an inflatable cuff on the tube. It might be mentioned 
in passing that the introduction of the Davis gag into this 
country by the late H. E. G. Boyle revolutionized the technique 
of dissection tonsillectomy, although the original insufflation 
of anaesthetic vapour through the tube on the tongue depressor 
is now often replaced by naso-tracheal anaesthesia in adults. 
This allows a gauze pack to be used, and the surgeon need 
not inhale any of the anaesthetic vapour through the patient's 
open mouth. 

The “ blind” method of nasal intubation, also sponsored by 
Magill, has proved of great value in many cases. The intro- 
duction of tubes into the bronchi and the provision for tracheal 
and bronchial suction are modifications of the endotracheal 
technique which the various types of new thoracic operations 
have necessitated. 

The technique of controlled respiration has been developed 
comparatively recently. In this procedure natural respiration 


is abolished, usually by a combination of depressant drugs and 
hyperventilation with carbon dioxide absorption causing 
acapnia. Thereafter, intermittent positive-pressure provides for 
the necessary interchange of gases. The method has proved 
of very considerable value in thoracic and abdomino-thoracic 
operations, but it is one which calls for.a high degree of skill 


in use. 


New Drugs and Methods in Local Analgesia 


Local analgesic techniques have advanced to cover a great 
variety of field and nerve blocks, perhaps the most popular 
now being brachial plexus block. It would appear, however, 
that for abdominal surgery local analgesia will largely be re- 
placed by the combination of intravenous curare with very 
light general anaesthesia. 

The usual syringe employed is still Labat's original pattern, 
although various types of self-filling syringes are used for 
extensive infiltrations. The pressure infiltrator has been 
developed to a high degree of perfection, but its weight and 
bulk have prevented its general adoption. 

Very many new drugs have been tried as local analgesics, 
but, apart from the original cocaine and procaine, nupercaine 
and amethocaine alone have attained any real popularity in 
Great Britain. Both have a good surface action and a prolonged 
effect. A modern tendency is to use infiltration, not to produce 
analgesia, but to aid the surgeon by Separating tissue planes 
and by causing ischaemia. For this purpose a 1 : 500,000 
adrenaline solution in normal saline is excellent. 

The refrigeration of limbs has proved useful for amputations 
in patients in very poor condition. It should be noted that the 
tissues are not frozen in the same way as when using an ethyl 
chloride spray, but are simply cooled to about 5° C. 

Spinal analgesia has undergone many changes. The intro- 
duction of nupercaine has enabled a truly hypobaric solution 
to be used for the first time, and this has some advantages 
for high blocks. The mechanism of distribution of injected 
drugs is now more fully understood, and this has enabled blocks 
which are mainly unilateral to be achieved. Probably less 
use is made of spinal analgesia than formerly, however, owing 
to the large number of serious complications that have been 
recorded. some of which appear to be unavoidable even with 
a theoretically perfect technique. It seems likely that curare 
will replace high spinal blocks to a large extent in the future. 
Extradural spinal block has become rather more popular since 
it was shown that with the spine flexed there is normally a 
negative pressure in the extradural space. The use of the 
“ hanging-drop” technique or a special indicator has resulted 
in the positioning of the needle being less problematical. 


Care of the Patient’s General Condition 


The care of the patient’s general condition during operation 
is one of the duties of the anaesthetist, and in this connexion 
fresh progress has been made in the determination of blood 
pressure such as the use of the sphygmoscope devised by Evans 
and Mendelssohn. If restorative measures are necessary the 
anaesthetist must be prepared to set up an intravenous drip of 
saline, plasma, or blood, while sudden collapse may make the 
administration of an analeptic advisable. A very large number 
of these drugs have been introduced since 1918, two of the 
most popular and reliable being nikethamide and methedrine. 

The advance of anaesthesia has been assisted by the adoption 
of better records than had previously been available. In this 
country the combined blood-pressure/pulse chart and record 
card, adapted to an extremely ingenious card index system 
by M. D. Nosworthy, is making possible the comparison of 
different techniques from the study of many thousands of 
cases. 

In conclusion, it must not be forgotten that the skill of the 
man behind the rifle is more important than the design of the 
weapon or the type of ammunition used ; in other words, the 
ability of the individual anaesthetist is more important than 
new introductions of drugs or techniques. More than ever 
before must the anaesthetist possess the knowledge and skill to 
select and use the best method for anaesthetizing any particular 
patient for any given operation. 
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THEORIES OF ANAESTHETIC ACTION 


BY 


J. H. BURN and H. G. EPSTEIN 


(From the Department of Pharmacology and the Nuffield 
Department of Anaesthetics, Oxfor 


This vast subject has been stucied by so many that it is impos- 
sible to do more than indicate briefly a few of the most 
important observations and the theories based upon them. 
But it is always safe to begin with Claude Bernard (1875), 
who defined narcosis as a depression of the activity of lower 
forms of life which disappeared when the substance causing 
the depression was removed ; he thus distinguished a narcotic 
from a substance producing an irreversible change. The depres- 
sion might be a depression of motility, a loss of irritability, a 
cessation of mitosis, or a slowing of metabolic processes. 
Anaesthesia is a term first proposed by Oliver Wendell Holmes 
in a letter to Morton in 1846; it is used when narcotics are 
given to a more highly developed organism such.as man. The 
essential feature remains that the depression, the loss of con- 
sciousness, and other effects must be reversible. 

The stages of anaesthesia are marks of a progressive depres- 
sion beginning in the cortex and proceeding lower. The cortex 
itself is affected at certain points more than at others, for the 
sensory area is depressed when the motor cortex is still active ; 
when finally the depression has travelled to the spinal cord there 
is muscular relaxation. The fortunate exception to this pro- 
gressive paralysis is the medulla, in which the respiratory and 
vasomotor centres siill function when the musculature is 
relaxed, so far as most anaesthetics are concerned. But this 
is not true of all. If attempts are made to obtain muscular 
relaxation with nitrous oxide the respiratory centre fails owing 
to oxygen lack first. With cyclopropane, again, the margin 
between muscular relaxation and respiratory failure is narrow. 
The differences in the sensitiveness of various parts of the brain 
are, however, small compared with the difference between the 
sensitiveness of the brain and that of other tissues. 


Sensitivity of the Brain to Anaesthetics 


During the time taken by operations, anaesthetics accumulate 
in the brain more than in other tissues such as muscle, and 
the greater sensitiveness of the brain is thus accompanied by 
a greater affinity for anaesthetics. It was at one time thought 
that the accumulation of an anaesthetic in the brain was due 
to the greater blood supply of that organ ; after long-continued 
anaesthesia, however. some accumulation is observed at a time 
when the differences due to blood supply must have disappeared 
(Nicloux and Yovanovitch, 1924). The greater affinity of brain 
tissue for anaesthetics may have its explanation in the tissue 
composition. So long ago as 1847 von Bibra and Harless based 
their theory of narcosis on the high lipoid content of the brain, 
which they suggested was dissolved out of that organ by the 
anaesthetic and deposited in the liver! Fifty years later the 
well-known theory of Meyer (1899) and Overton (1899, 1901) 
was also based or the high lipoid content of the brain. 

A third difference between the brain and other tissues is its 
great susceptibility to the effects of oxygen lack; there are 
indeed very great differences between brain and other nervous 
tissue. Thus the smali pyramidal cell area of the cerebrum 
and the Purkinje cell area of the cerebellum, when deprived 
of oxygen, die in about 10 minutes. On the other hand, the 
spinal cord survives for 50 minutes and the sympathetic ganglia 
for 200 minutes. An explanation for the great sensitiveness 
of the brain to anaesthetics would therefore be provided if it 
could be shown that anaesthetics interfere with processes of 
oxidation, as some have suggested. Such evidence would also 
account for the steps in which the different portions of the 
central nervous system are influenced by the narcotic agent. 
Owing to the differences in the sensitiveness of the different 
parts of the central nervous system, workers since Claude 
Bernard have in the main studied the action of narcotics in 
lower organisms. Even among these Meyer and Overton found 
that a small increase in the extent ot organization and functional 
differentiation was accompanied by an increased sensitiveness 


to narcotics. 
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Primary Action of Narcotics 

Two very obvious features of narcotics are the great variation 
in their chemical structure and that most of them enter and 
leave the tissues unchanged ; these facts suggest that the primary 
action of narcotics cannot be chemical, but must rather be 
due to the production of physical changes such as in solubility, 
adsorption, etc. Among the many changes which narcotics 
have been said to produce, those about which there is a balance 
of agreement are a decrease in the permeability of the cell to 
water and water-soluble substances, and also a diminution in 
the state of hydration. Lucké (1932), for example, observed 
that in the unfertilized egg of the sea-urchin water exchange 
through the surface is reduced by narcotics. Anselmino (1928), 
too, has confirmed earlier observations that narcotics delay 
the haemolysis of red cells by hypotonic solutions, and that the 
length of the delay is in linear proportion to the concentration 
of the narcotic. Gerstner (1940) has shown that the perme- 
abil.ty of the skin covering the frog's abdomen for ions is 
diminished in the presence of various alcohols. Turning to 
e\idence for a diminution in the state of hydration, we find 
that Lapicque (1930) observed in nervous tissue that, in a con- 
centration which reduces conduction, narcotics cause dehydra- 
tion. Kochmann (1923a) observed a similar effect in frog 
muscle immersed in 0.75% saline: when the narcotic was 
applied the weight of the muscle diminished ; when the narcotic 
was removed the weight returned to its former value. 


TasLe I.—(Kochmann, 1923a) 


Chloroform | Chloral Hydrate | Ether | Ethy! Alcohol 


Molar concentration 0-004 0-006 0-19 1-0 
Weight loss % és 2 10 2:5 5-0 


The figures in Table I show the wide variation between the 
concentrations of different narcotics necessary to produce a 
certain degree of anaesthesia. They also show that, in nar- 
cosis, dehydration occurs and the percentage loss of weight 
in the tissue is not correlated with the concentration of the 
narcotic in the surrounding fluid; the weight loss therefore 
cannot be due to osmosis, which is in any case unlikely, since 
the narcotic enters the cell. Actual water loss is observed 
when medium concentrations of chloral hydrate act on fibrin 
flakes (Jurisit, 1937). Heilbrunn (19270) observed that the cyto- 
plasm of sea-urchin eggs becomes more fluid under the influence 
of narcotics, indicating that water is set free. 

Narcotics not only produce dehydration in living cells but 
exert effects on colloidal solutions which can also be inter- 
preted as dehydration. Labes (1921) observed that alcohols 
affected albumin solutions so that they were more easily pre- 
cipitated by other agents, and the effect increased with the 
number of carbon atoms in the alcohol used. Now since the 
stability of hydrophilic (water-attracting) protein colloids 
depends on the degree of hydration, it seems very likely that 
the effect of the alcohols was to produce dehydration. It is 
worth noting that Claude Bernard, and later Bancroft and 
Richter (1931), have based their “ coagulation ” theory of nar- 
cosis on the reduction of the stability of colloids and their 
precipitation. Unfortunately for their theory there are sub- 
stances which reduce this stability but have no narcotic action ; 
the experimental evidence supporting this theory is stil] meagre. 

In all these experiments it is important to note that the 
changes were reversible provided that the concentrations of 
the narcotics used were not excessive. Moreover, the effect of 
any one narcotic was in linear relation to its concentration 
in all experiments in which different concentrations were 
studied. 

While narcotics produce narcosis when applied in most con- 
centrations, in very low concentrations they appear to cause 
excitation. Even in anaesthesia of human subjects there may 
be an element of actual excitation, though the usual explana- 
tion which is given of the stage of excitement is that it is 
due to the release of lower centres from the control of higher 
centres, the real effect of the anaesthetic being to depress these 
higher centres. If narcosis is actually due to diminished 
permeability, and if the early stage of excitation is considered 
to be the opposite, it showld be accompanied by increased 


Ocr. 12, 1946 
oreat 
ular 
ever, 
> re- 
very 
ern, 
for 
and 
sics, 
ged 
uce 
nes 
900 

ns 
the, 
on 
ed 
ks 
ng 
en 
th 
re 
e. 
a 
d 

| 


534 Ocr. 12, 1946 


THEORIES OF ANAESTHETIC ACTION 


Britisu 
MEDICAL JOURNAL 


permeability. Gerstner found such an increase in the frog’s 
skin, and then, after the application of higher concentrations, 
the permeability was diminished. Lapicque also observed that 
with low concentrations of narcotics there was an increase in 
nerve conduction and also an increase in hydration. Beecher 
(1938) quotes several observations showing that very low con- 
centrations of narcotics always increase the normal functions 
of small organisms. These effects of low concentrations, how- 
ever, have not been very extensively studied, and relatively 
little is known about them. Nevertheless, since they occur, 
any theory of narcosis which is to be satisfactory must explain 
them. 

Before discussing a theory which considers dehydration as 
the primary effect of a narcotic, it should be pointed out that 
the process is not merely a withdrawal of water such as occurs 
in osmosis. The withdrawal of water by osmosis causes no 
change in the force of attraction between a “hydrophilic” 
colloid and water, whereas the dehydration we are now con- 
sidering involves a diminution of this attraction (Seelich, 1941). 
It is therefore evident that only certain kinds of water with- 
drawal will have a narcotic effect. A further point is that the 
dehydration and the decreased permeability due to narcotics are 
not independent. In experiments with artificial membranes 
it has been found that dehydration leads to diminished 
permeability (Gurewitsch, 1934). 


The Dehydration Theory 


Traube (1904, 1935) introduced a theory of narcosis which 
was later greatly extended by Lillie (1909) and Warburg (1920). 
This theory depended on the parallelism between the potcncy 
of a narcotic and the degree to which the narcotic reduced 
the “surface energy” of a water-air boundary. 

The surface energy of pure water is measured by the work 
which must be done to enlarge the surface by 1 sq. cm. The 
molecules inside are held there by the attraction of other mole- 
cules, and in order to move molecules to the surface this 
attraction must be overcome. The surface energy of water 
is much greater than that of organic fluids like oil. Small 
amounts of certain substances dissolved in water (or other 
liquids) diminish its surface energy, and their activity is 
measured by the reduction in surface energy which a given 
concentration produces. Owing to the force of attraction which 
they exert being less than the force exerted by water molecules, 
these substances are less attracted to the interior, and therefore 
displace water from the surface. These substances are termed 
“ surface-active.” If an attempt is made to increase the sur- 
face the molecules of the substance will require less work to 
put them there. so that the surface energy is reduced. Accumu- 
lation of a substance in a surface, or adsorption, is inseparable 
from a reduction in surface energy. If we consider a water- 
oil boundary, the interface energy is less than that of a water- 
air boundary, because the oil molecules exert an attraction on 
water molecules in the interface which the air does not, and 
thereby reduce the pull from the bulk of the water. Certain 
substances which dissolve in oil lower this interface energy still 
further ; they do this by a similar process to that just described 
for a water—air boundary, and they accumulate in the interface. 
When we come to an interface between protein colloids or 
lipoids and water, their attraction for water is usually so strong 
that the interface energy is very small. These colloids are 
said to be “strong!y hydrated.” If we add to such a system 
a third substance which would cause great reduction of surface 
energy at a water—air boundary it will have very little effect, 
because the surface energy is already so low. The slight reduc- 
tion which might be caused by adding a “surface-active ” 
substance would, however, lead to increase in hydration of the 
protein or lipoid. 

If now we consider narcotics. some of which are strongly 
surface-active at a water—air boundary, we know from the 
experimental observations discussed that at medium concentra- 
tions they do not cause hydration, but on the contrary dehydra- 
tion. This fact excludes any hypothesis of their action which 
involves adsorption on the cell membrane surface as the 
primary mechanism. Simple models of cell membranes can 
be made, however, in which surface-active narcotics cause 
dehydration and an increase in surface energy. The basis for 
these models is the idea that the lipoid content of a cell mem- 


brane is a mixture, some components being strongly surface- 
active or hydrophilic, and accumulating (that is to say, being 
adsorbed) on the surface. Other components, being the greater 
part of cell-membrane lipoids, are less hydrophilic. Seelich 
(1940) suggests that the narcotics dissolve in the lipoids of the 
cell membrane and thereby alter the distribution of the surface- 
active lipoids between the surface and the interior of the cell 
membrane ; the surface-active lipoids come inside, and their 
place is taken on the surface by less hydrophilic lipoids. 
Dehydration therefore occurs, the interface energy rises, and 
permeability diminishes. 

One of the models chosen by Seelich consists of a layer of 
liquid paraffin in contact with water. This system has an inter- 
face energy of 51. The surface-active lipoid component is 
represented by 0.05% ergosterol in the liquid paraffin. This 
reduces the water/paraffin interface energy to 4—a value of 
the same order as that of the interface energy between lipoid 
and water. When a strong surface-active narcotic, n-propyl 
alcohol, is added in a concentration of 0.3 mol/litre, the inter- 
face energy does not decrease, but rises from 4 to 8. We know 
that the narcotic effect of homologous alcohols rises with the 
number of carbon atoms in the chain, and when the above 
experiment is done with butyl alcohol the same rise of inter- 
face energy is obtained with only 0.05 mol/litre. If so much 
ergosterol is put in the paraffin that some of it is undissolved 
and present as visible droplets, it can be observed that the 
addition of narcotics to the water results in the solution of 
these droplets in the paraffin. It is of further interest that for 
very low narcotic concentrations—e.g., 0.01 mo!/litre propyl 
alcohol—a decrease of interface energy, indicating increased 
hydration and permeability, occurs in the model ; this bears out 
what has been observed in actual cells. 


Other Theories of Narcosis 


We can now consider how far other theories of narcosis can 
be harmonized with this. Traube correlated narcotic activity 
with lowering of the surface energy of a water-air boundary ; 
such a boundary constitutes a bad model for the cell membrane- 
plasma boundary, and, as already pointed out, lowering of 
surface energy is accompanied by hydration, not by the 
dehydration which actually occurs. 

Warburg has extended Traube’s rules to form a comprehen- 
sive theory. Like Traube, he assumes an accumulation of 
narcotics on the surface of cell membranes ; this is supposed 
to lead to a displacement of enzymes from positions on the 
surface in which they catalyse oxidations ; at the same time this 
adsorption of narcotics is supposed to “ block the pores” of 
the membrane, leading to a decrease of permeability. Some 
of the evidence for this theory is that amino-acids, adsorbed 
on activated charcoal, are displaced when narcotics are added. 
It is unlikely that the water-repellent surface of charcoal is a 
good model for the water-attracting colloids of the cell mem- 
brane. Moreover, the arguments valid against Traube’s theory 
apply here also. 

The earlier theory of Meyer and Overton is really a rule 
and not a theory, since it does not explain narcotic action. It 
points out that there is a close relation between narcotic 
activity and the distribution coefficient of narcotics in a 
lipoid/water system. (If oil is in contact with water and a 
narcotic is added, the narcotic distributes itself in a fixed ratio 
between the oil and the water. This ratio is the distribution 
coefficient.) The coefficient rises as the narcotic increasingly 
prefers the oil. The son of Hans Horst Meyer—namely, K. H. 
Meyer (1937)—has recently re-examined the distribution co- 
efficients and has used oleic alcohol instead of the classical 
olive oil to represent the lipoid phase. He compared the distri- 
bution coefficients with the concentrations of narcotics in water 
necessary to paralyse tadpoles. The figures he got are given 
in the first two columns of Table II, and it can be seen that the 
narcotizing concentration for tadpoles diminishes as the distri- 
bution coefficient rises. In the last column is given the con- 
centration which would have been present in oleic alcohol in 
contact with water containing the narcotizing concentrations 
in the first column. The figures in the last column are very 
close together, and Meyer concludes that to obtain narcosis 
the same concentration of any narcotic in certain lipoids is 
required. 
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The Meyer-Overton theory appears to fit easily into the 
framework of the dehydration theories of Kochmann (1923b) 
and Seelich (1940). A high distribution coefficient means that 
even when there is a low concentration of the narcotic in the 
water there is enough narcotic in the lipoid to alter the distri- 
bution of the surface-active lipoid components, with consequent 
dehydration and decreased permeability. Warburg's conception 
of the displacement of enzymes may also be useful, even if the 
adsorption of the narcotics on membrane surfaces is rejected. 
The surface-active lipoids which are displaced may indeed be 
enzymes, and their removal may be responsible for the dimin- 
ished oxidation which is observed (Quastel and Wheatley, 
1934). The decrease in permeability may hamper the transport 
of carbohydrate to the enzymes, and so reduce metabolism in 
another way. Since, too, the transmission of stimuli is accom- 
panied by the passage of ions through the cell membrane, the 
reduction of permeability (Winterstein, 1926; Hoeber, 1926) 
will interfere with this transmission, and cells will become 
unresponsive. 

In conclusion, certain modern electrical theories of narcosis 
should also be mentioned which are based on the idea that the 
transient state of negativity arising when a nerve is stimulated 
is interfered with by narcotics. It is thought that a narcotic 
first produces a state of negativity on the cell surface as does 
a normal stimulus ; the subsequent paralysing effect is seen in 
the persistence of the negative state, which would have dis- 
appeared immediately after a normal stimulus. No further 
stimuli which normally cause a state of negativity to travel 
along a nerve can now be transmitted, since the cell membranes 
are maintained in maximum negativity by the action of the 
narcotic (Beutner, 1931). These theories infer the stages of 
excitement and paralysis to be of the same kind, while the 
experimental evidence discussed above seems to point to a 
difference between the two; moreover they do not attempt to 
provide evidence that the electrical state of the narcotized cell 
is correlated with the potency of narcotics in a homologous 
series. Until this has been done their value is uncertain. 
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JOHN SNOW—ANAESTHETIST AND 
EPIDEMIOLOGIST 


In the senior common room of a college mention of the name 
Poincaré would ring a bell, or rather it would ring bells. The 
modern historians would suppose the French Premier and 
President in question: the mathematicians that his cousin was 
intended. In medical circles the name Snow excites memories 
not of two men but of the different activities of one man 
Probably in a mixed company more would remember Raymond 
Poincaré the statesman than Henri Poincaré the mathematician ; 
certainly in a medical company more would recollect Snow as 
the English pioneer of scientific anaesthesia than as an epidemio- 
logist. But Snow's classical papers on the epidemiology of 
cholera have been reprinted in America with an excellent 
introduction." 


John Snow (1813-58), the son of a Yorkshire farmer, was 
educated for general medical practice and, as an apprentice, 
had experience of the 1831-2 epidemic of cholera in Newcastle 
He “walked” the Westminster Hospital in 1837-8, qualified 
in 1838, and graduated M.B.Lond. in 1843, M.D. 1844. His 
first paper, “Asphyxia and the Resuscitation of New-born 
Children,” was published in 1841. In 1846 the first inhalations 
of ether in this country did not greatly impress surgeons. “ The 
distrust arose,” wrote Benjamin Ward Richardson, “from the 
manner in which the agent was administered.” . Snow remedied 
the mistakes and soon became known as an anaesthetist. He 
published a short treatise on ether anaesthesia in 1847. After 
the introduction into medical practice of chloroform by 
Simpson, Snow carried out a number of researches and satis- 
fied himself of the practical advantages of the drug. He soon 
became one of the most successful and respected anaesthetists 
in London. 

The cholera epidemic of 1848 perhaps recalled memories of 
his experience in general practice, and he published a brochure 
of 31 pages “On the Mode of Communication of Cholera ” 
in 1849. The second edition (139 pages) published in 1854 is 
a classic of epidemiology. Snow's incrimination of a pump in 
Broad Street, Golden Square, is as dramatic as any detective 
story, but the statistical evidence by means of which he estab- 
lished a high correlation between the consumption of dirty 
water and mortality from cholera in South London is a model 
of research. Private enterprise and free competition in the 
sale of water had the result that in one and the same street 
families might buy water from different companies. Snow was 
supplied by the General Register Office with the names and 
addresses of persons dying of cholera in the epidemic of 1854: 
he and another medical man made a house-to-house visitation. 
and from the data the collection of which “ was necessarily 
attended with a good deal of trouble,” he was able to draw up 
an unanswerable case against dirty water. William Farr, who 
gave him every encouragement, was able to produce in the 
epidemic of 1866 equally cogent statistical evidence. Where 
Snow was in advance even of Farr and Simon was in his firm 
conviction that the ingestion of water polluted with a presum- 
ably living contagium was the only method of epidemic dis- 
semination. Farr to some extent, and Simon to a greater extent, 
still hankered after that variant of miasmatic epidemiology 
which found a possible cause of epidemics in air contaminated 
by the products of putrefaction. 

English science has owed much to amateurs, and it may 
be that Snow will be longer remembered by his researches in 
epidemiology—aundertaken because the subject interested him 
—than by his professional work, valuable as that was. 


Snow on Cholera . . . with an Introduction by Wade Hampton 
Frost. New York: The Commonwealth Fund. 1936 


The Bristol Council for Rehabilitation was inaugurated on Oct. 4, 
1945, at a meeting attended by members of the Bristol and District 
Divisional Hospitals Council, and representatives of the Ministries of 
Health, Labour and National Service, hospitals, medical institutions, 
and industry. Its constitution is modelled on that of the British 
Council for Rehabilitation, with which it is affiliated. A report of 
the first year’s work has been issued from Royal London House, 
Queen Charlotte Street, Bristol, 1. 
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THE HISTORY AND DEVELOPMENT OF 
ANAESTHETIC APPARATUS 
BY 
A. CHARLES KING, F.LB.S.T. 


Perhaps the first modern gas inhaler was the one which James 
Watt, renowned engineer, constructed for Humphry Davy in 


1799 ; this was a gasometer to which was attached an almost 


impermeable silken bag from which he inhaled the gas. It is 
probable that William Allen, lecturer on chemistry. used this 
at Guy's Hospital in 1800 when, before Astley Cooper and 
others, he demonstrated the results of inhalation of nitrous 
oxide, noting especially the loss of sensation of pain, 


ment it must be wider than the trachea, to compensate for the 
resistance arising from friction of the air against the interior of 
the tube. It is therefore 3/4 in. (1.9 cm.) in internal diameter. The 
pipe for the admission of air to the ether is but 5/8 in. (1.6 cm.) 
in diameter, but that is amply sufficient, since it has to give passage 
to a much smaller volume of fluid than the elastic tube; for the 
air expands to nearly twice its bulk, in passing over the ether, by 
the vapour it takes up. 

“The method of obliging a person to get all the air he breathes 
through tubes and valves, which is essential to success in the inhaia- 
tion of ether, is perfectly new, and, in such a process, greater facili- 
ties for respiration are required than would generally have been 
supposed. On this account, many of the apparatuses at first invented 
did not allow of easy respiration, but offered obstructions to it— 
by sponges, by the ether ‘itself, by valves of ‘sufficient size, but 
more particularly by tubes of too narrow calibre: and there is 
reason to believe that, in many instances, this was the cause of 


CTH 


1799.—Humphry Davy’s nitrous oxide gasometer. 


1862.—Clover’s chloroform 


1853.—Snow’s portable chloro- 
form inhaler. ag. 


1860.—Colton’s nitrous oxide 
machine. 


1867.—Junker’s inhaler. 


In 1846 William T. G. Morton demonstrated the practicability 
of ether anaesthesia in an operation performed by Dr. J. C. 
Warren in the Massachusetts General Hospital, Boston. His 
inhaler was perhaps the first piece of apparatus proper, in so 
far as it had a definite tube for the patient to inhale from. 
In England the first administration of ether took place in the 
house of Dr. Boott, 24, Gower Street, London, close to the 
University College Hospital, on Dec. 19, 1846. Two days later 
Robert Liston performed an amputation through the thigh, the 
patient being anaesthetized by Mr. Peter Squire. John Snow, 
the first physician-anaesthetist, began administering ether at 
St. George’s Hospital, and in his book, published in 1847, 
describes an apparatus he had used for three months. It may 
not be generally realized how profound were many of Snow’s 
views, as this quotation from his bock on ether will show: 


“The breathing-tube ought to be so capacious as to offer ‘no 
impediment to the most rapid inspiration; and to meet this require- 


failure and that in others the insensibility, when produced, was 
partly due to asphyxia.” 

In 1853 Snow successfully administered chloroform to Her 
Majesty Queen. Victoria at the birth of Rrince Leopold, most 
probably using his portable inhaler, which was made of metal 
and consisted of a double cylinder, the outer space of which 
contained cold water. the inner serving for the evaporation of 
the chloroform. This inner frame had numerous openings 
for the admission of air; two coils of stout bibulous paper 
absorbed the chloroform. Slots were cut in this paper to per- 
mit of an air passage, only sufficient chloroform being poured 
into the container as would leave a clear passage. This period 
cannot be passed without mention of the fact that in 1858 Snow 
used endotracheal apparatus on animals. 

In 1862 Clover put into practice Snow's principle of a 
measured quantity of chloroform in a bag of known capacity 
which he suspended from his shoulders. This contained 
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sufficient air and vapour for several administrations. The face- 
piece incorporated valves to allow the patient to inspire air or 
the mixture of air and chloroform, together with a simple 


members of the Odontological Society and the Dental Hospital 
of London. The report was generally in favour of the anaes- 


flap expiratory valve. 


The original Junker’s inhaler was described in the Medical 
Times and Gazette of Nov. 30, 1867. Junker may have attended 
an exhibition of obstetric and other instruments held in London 
the previous year where Richardson's anaesthetic spray was 


exhibited, and in consequence conceived the idea. 


thetic, but noted the bulkiness of the apparatus required. At 
this time nitrous oxide was generally made by the dentist in 
his own surgery and was heated in a retort, the issuing gases 
passing through a series of wash-bottles, where some impurities 
were removed, thence to a gas-holder, when it would be ready 
for administration to the patient. A suggestion that nitrous 
oxide be compressed into liquid form was made in the British 


1876 —Clover’s gas-ether apparatus. 
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1871.—Trendelenburg’s 
tracheal tube. 


endo- 


1909.—Guedel’s gas-air apparatus. 


1877.—Clover’s ether inhaler. 


1892.—Hewitt’s gas-oxygen appa- 
ratus. 


19 12.—Kelly’s 


1903.—Vernon Harcourt's 
chloroform-regulator. 


intratracheal 
tube 


1910.— McKesson’s _ inter- 
mittent flow gas-and-oxygen 
apparatus. 


In 1867 C. Q. Colton, who had popularized the use of nitrous 
oxide, visited Paris and demonstrated before T. W. Evans, an 
English dentist practising there. Evans came to England in 
1868, bringing with him a record of hundreds of cases. He 
gave a demonstration at the Dental Hospital, using as an 
apparatus a bladder or rubber bag with the patient rebreathing 
through a tube of large calibre held in the mouth. The success 
of this and other demonstrations was so great that a committee 
of investigation into nitrous oxide was formed composed of 


Medical Journal, and Messrs. Coxeter and Messrs. Barth made 
cylinders devised by T. W. Evans; these were of copper and 
were brass-bound, but were bulky. Cylinders measuring 
approximately 10 by 6 in. (25 by 15 cm.) held only about 
30 gallons at from 10 to 15 atmospheres (present cylinders 
of 100 gallons capacity measure 13 by 34 in. (33 by 9 cm.)). 
In July, 1876, Clover described in the British Medical Journal 
his apparatus for administering nitrous oxide gas and ether, 
singly or combined, and at the time of writing had used his 
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apparatus successfully in 2,000 cases. The gas supply from 
a cylinder led through a water-heated coil traversing a rubber 
tube within the large gas-bag to the inhaler, the apparatus being 
so arranged that gas could be given alone or with air, or, if 
ether were needed, a tap could be turned, causing the gas to 
enter the receiver containing ether, pass over the surface of 
the ether and thence to the facepiece. The amount of gas or 
ether was regulated by the tap on top of the receiver, whilst 
the amount of air was regulated by the valve near the facepiece. 
In January, 1877, Clover described in the British Medical 
Journal his “ portable regulating inhaler.” Many modifications 
were made in subsequent years, the most important being the 
enlargement of the inner bore first suggested by Wilson-Smith 
and carried into practice by Hewitt. In 1892 Hewitt introduced 
the first practical nitrous-oxide-and-oxygen apparatus, of which 
the principle was to maintain by foot-key control equal pres- 
sures of nitrous oxide and oxygen, whilst hand manipulation 
of a regulating stopcock and mixing chamber governed the 
amount of oxygen added to the nitrous oxide administered. 
In 1898 Alfred Coleman, 


on Clover’s principle, were incorporated. Four years later the 
plunger device was designed for the better control of anaes- 
thetic vapour. Dry flowmeters were adopted in 1931, and in 
1937 the rotameter pattern superseded these. 


Endotracheal Apparatus 

Snow, in 1858, described a wide-bore tube which he inserted 
into the trachea of an animal, respirations passing in and out 
of a bag filled with chloroform vapour. It was not, however, 
until 1871 that Trendelenburg used this method in man; he 
performed preliminary tracheotomy and inserted a wide-bore 
tube carrying an inflatable cuff connected to a funnel covered 
with gauze, maintaining anaesthesia by chloroform drop. Kuhn, 
at the turn of the century, eliminated the need for tracheotomy 
by designing a flexible metal tube that was introduced orally. 
The forerunner of all modern endotracheal apparatus was 
designed in 1912 by Kelly, who adopted the principles laid 
down by Elsburg two years earlier. Kelly confirmed that 
warm moist air, charged with definite proportions of ether 
vapour, could be blown 


H. J. Paterson, and Harvey 
Hilliard all described differ- 
ent methods of nasal gas 
inhalation. Coleman's was 
the one that was brought to 
the notice of the Society of 
Anaesthetists. It was Har- 
vey Hilliard who suggested 
the use of nasal tubes,+ his 
plan consisting of  intré- 
ducing a catheter through 
the nostril so that its free 
end hung over the opening in 
the larynx. In 1899 the S.S. « 
White Dental Manufacturing al 
Company produced the first 
American gas-oxygen appa- 
ratus following the plan de- 
vised by Hewitt. Vernon 
Harcourt, in 1903, produced 
a chloroform - regulating 
apparatus for measuring 
accurately the strength of 
chloroform in air. Two 
indicating gravity beads, 
floating at different levels, 
enabled the operator to regu- 
late the temperature to be- 
tween 13 and 15°C. The 
stopcock was so made that 
when the pointer was at the 
end of the arc nearest the ee 
chloroform the maximum 191S.—Dennis Jackson’s CO 
quantity being administered absorber. 

was 2%. The first gas—air 


through a gum-elastic cathe- 
ter reaching down to within 
an inch (2.5 cm.) of the 
bifurcation of the trachea. 
Magill, Rowbotham, Hewer, 
and Shipway, in the early 
“twenties, developed the 
method and produced their 
individual apparatuses. 


Carbon Dioxide Absorption 
The idea of the carbon 
dioxide technique had en- 
tered the fertile brain of 
John Snow, but it was not 
until 1915 that the first 
apparatus was made by Den- 
nis Jackson, who, though he 
did not have the opportunity 
of trying out his experi- 
ments on man, suggested 
that human patients could 
be anaesthetized by his 
methods. His early ex- 
perimental work was suc- 
cessfully demonstrated, 
clinically, by Ralph Waters 
in 1920. Waters’ apparatus 
le’ consists of a rubber face- 

connected by a metal canis- 
ter containing soda-lime, and 
is capable of being used 
with any standard gas 


apparatus was devised in | 


1909 by Arthur E. Guedel. 

This was misnamed a self-administering apparatus as it was 
not automatically controlled, for the bag could be kept inflated 
only by constant adjustment of the cylinder key. 

In 1910 McKesson perfected the first “intermittent” flow 
gas-and-oxygen apparatus, with an accurate percentage control, 
and in 1911 he introduced the principle of fractional re- 
breathing. In 1926 the fractional rebreathing bag was arranged 
under the ether vaporizer, but by 1930 the whole apparatus 
had become more compact; the supply bags were reduced 
and enclosed in metal drums, whilst the rebreathing bag was 
fitted at the rear of the apparatus. The Walton apparatus 
was designed in 1925, the gas and oxygen bags being fitted with 
automatic cut-off controls and an accurate mixing valve. The 
present-day model embodies all the features of the original, 
but is improved mechanically and encased in metal. 

In 1910 Boothby and Cotton introduced their water-sight- 
feed apparatus, which was later modified by Gwathmey. Boyle 
brought one to England in 1916, and the following year saw 
the introduction of the portable Boyle apparatus. A chloro- 
form bottle was added in 1920, and in 1926 by-pass controls, 


apparatus. 

Several years later, Sword, Heidbrink, and Foregger made 
circuits of the “ circle” type as opposed to the Waters “ to-and- 
fro” canister, as some anaesthetists preferred a minimum amount 
of apparatus near the field of operation. In 1932 the first 
apparatus proper in this country was made for Frankis Evans, 
and this was followed by alternatives designed by Shipway. 
Harris, Halton, Primrose, Gillies, and others. The most com- 
pact apparatus devised in recent years is that suggested by 
Gillies in 1938, wherein use is made of wide-bore perforated 
tubes to overcome the disadvantage of the moisture of the 
patient’s expirations tending to waterlog the wick of the ether 
vaporizer. The Coxeter-Mushin absorber was introduced in 
1941, its main features being a two-way soda-lime circuit, a 
wickless ether vaporizer, and an arrangement for assisting 
respirations manually. 


Analgesic Apparatus 
Minnitt’s intermittent apparatus was designed in 1933 for the 
self-administration of gas and air in midwifery. The apparatus 
was entirely automatic, allowing a maximum of 45% gas with 
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air to flow only as and when the patient inhaled. Other models 
followed, but the principle remains the same to-day. 

The Mennell bottle, designed in 1933 for chloroform anal- 
gesia, utilized principles that were later adopted by Freedman 
for the self-administration of trichlorethylene. Where Mennel! 
used hand bellows as the motive power, Freedman, by enlarging 
the bore, used the patient’s inhalations for the same purpose. 


This précis of my lecture on the development of anaesthetic 
apparatus cannot be concluded without paying tribute to the work 
of the pioneers of old. To them is owing a great debt for many 
of the mechanical principles that have been followed in the last 
twenty-five years—a period during which greater advances have 
been made than in the previous seventy-five years. 


ANAESTHESIA THROUGH THE EYES OF A 
POET 
BY 
GUNILLA LIDDLE 


* The thick, sweet mystery of chloroform ” has been the subject 
of scientific papers and of popular histories of anaesthesia, but 
it is not so generally known that a poet has made chloroform 
his theme. Just thirty years after the discovery of the anaes- 
thetic properties of chloroform William Ernest Henley recorded, 
in what at that time was a bold experiment in verse, his sen- 
sations when chloroform was administered. To the literary 
historian Hospital Verses is of considerable interest for 
Henley’s complete break with the subject matter and forms 
of Victorian poetry: to the doctor in this centenary year of 
the discovery of anaesthesia Hospital Verses has a certain 
historical significance as well. 

William Ernest Henley (1849-1903) was the son of an erratic 
Gloucester printer. He went to the Crypt School in Gloucester, 
where the head master in Henley’s day was T. E. Brown, the 
minor poet. From the time when he was a schoolboy or even 
earlier there is evidence that Henley had some form of tuber- 
culous infection, and it was always despite ill health that he 
carried on his work as a journalist. As well as producing a 
great deal of original work Henley held several editorial 
appointments and gathered round him always the most brilliant 
of the writers of the day. This article, however, is concerned 
only with the years 1873-75, which Henley spent in the Old 
Infirmary, Edinburgh, where he was attended by Lister. 

Before Henley came under Lister's care the doctors had tried 
all the remedies then in favour. One horrible treatment is 
described by Henley’s youngest brother, Joseph, who went with 
him to the butcher's slaughter-house in search of a cure. “We 
both went next day. I was very sad, but he hopped along 
blithe and gay on his two crutches. . . He and I both went 
into the slaughter-house, and saw a poor beast not long down 
and the butcher at work cutting open its inside. 1 was a bit 
scared, but my brother sat down on an old bench and I removed 
the covering from his bad foot. Then I saw the butcher drag 
a great mass from the beast’s interior and pull it across the 
stone floor to where my brother was sitting, make a large slit 
in it with his big knife, and into this my brother put his bad 
foot, keeping it there for ever such a time.” 

Such treatment was unsuccessful, however, and the foot had 
to be amputated. For a time this sufficed, but when Henley 
was 24 the doctors decided that the other foot must come off 
too. It was at this point that Henley rebelled and determined 
to seek the help of Lister, then becoming known for his use 
of antiseptics in surgery. So Henley set out alone for Edin- 
burgh, arriving at the Old Infirmary on Midsummer Day, 1873. 


“The morning mists still haunt the stony strect; 
The northern summer air is shrill and cold; 
And lo, the Hospital, gray, quiet, old, 
Where Life and Death like friendly chaffercrs meet 


“A tragic meanness seems so to environ 
These corridors and stairs of stone and iron, 
Cold, naked, clean—half-workhouse and _ half-jail.”’ 


Thus Henley describes his coming to a “ gruesome world 
which was to be his for twenty months. As he lay and waited 
for the “Chief” to operate he knew that now at least he had 
the consolation of chloroform. “ Before describes the hours 
of taut anticipation. 

“ Behold me waiting—waiting for the knife 
A littl while, and at a leap I storm 
The thick, sweet mystery of chloroform, 
The drunken dark, the little death-in-life.” 


This poem and the three that follow—* Operation,” “ After,’ 
and “ Vigil "—form a sequence describing in disturbingly new 
verse patterns and with a grim but completely sure choice of 
epithet the mental and physical phantasmagoria of the hours 
before and after Lister operated. Here is “ Operation.” 


“ You are carried in a basket, 
Like a carcase from the shambles, 
To the theatre, a cockpit 
Where they stretch you on a table. 


“Then they bid you close your eyelids, 
And they mask you with a napkin, 
And the anaesthetic reaches 
Hot and subtle through your being. 


“And you gasp and reel and shudder 
In a rushing, swaying rapture, 
While the voices at your elbow 
Fade—receding—fainter—farther. 


“Lights about you shower and tumble, 
And your blood seems crystallizing— 
Edged and vibrant, yet within you 
Racked and hurried back and forward 


“Then the lights grow fast and furious, 
And you hear a noise of waters, 
And you wrestle, blind and dizzy, 
In an agony of effort, 


“ Till a sudden lull accepts you, 
And you sound an utter darkness . . 
And awaken .. . with a struggle . 
On a hushed, attentive. audience.” 


The half-world between consciousness and unconsciousness 
is described in “ After,” when his life appeared to Henley as 
a flickering flame round which the fumes of anaesthetic swirl. 


“ Like as a flamelet blanketed in smoke, 
So through the anaesthetic shows my life; 
So flashes and so fades my thought, at strife 
With the strong stupor that I heave and choke 
And sicken at, it is so foully sweet. 
Faces look strange from space—and disappear. 
Far voices, sudden loud, offend my ear— 
And hush as sudden. Then my senses fleet . . .” 


In the months that followed, Henley, lying in that “ trans- 
formed back kitchen ” with a home-made desk fixed to his bed, 
learnt languages and read and recorded the scenes and people 
who filled his hospital world. Lister, the most important person 
in that world, is portrayed as “ The Chief.” 


“His brow spreads large and placid, and his eye 
Is deep and bright, with steady looks that still 
Soft lines of tranquil thought his face fulfill- 
His face at once benign and proud and shy 
If envy scout, if ignorance deny, 

His faultless patience, his unyielding will, 
Beautiful gentleness and splendid skill, 
Innumerable gratitudes reply. 

His wise, rare smile is sweet with certainties, 
And seems in all his patients to compel 

Such love and faith as failure cannot queil 

We hold him for another Herakles, 

Battling with custom, prejudice, disease, 

As once the son of Zeus with Death and Hell.” 


And Lister on his rounds: the students much the same, the 
rites of approach unchanged. The familiar scene—only really 
seen by the patient—is sketched by Henley in rapid, angular 
verse unsmoothed by rhyme, in “ Clinical.” 


“Hustles the Class! And they ring themselves 
Round the first bed, where the Chief 
(His dressers and clerks at attention), 
Bends in inspection already. 
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So shows the ring 

Seen from behind round a conjuror 

Doing his pitch in the street. 

High shouiders, low shoulders, broad shoulders, narrow ones, 
Round, square and angular, serry and shove; 
While from within a voice, 

Gravely and weightily fluent, 

Sounds; and then ceases; and suddenly 
(Look at the stress of the shoulders!) 

Out of a quiver of silence, 

Over the hiss of the spray, 

Comes a low cry, and the sound 

Of breath quick intaken through teeth 
Clenched in resolve. And the Master 
Breaks from the crowd, and goes .. .” 


This is the rhythm of pain and of tragedy, but a different 
rhythm—a jiggy little tune—is chosen in “ Interlude” for an 
eerie ballet danced to a penny whistle when 


“Kate the scrubber (forty summers, 
Stout and sportive) treads a measure .. . 


Of their mattress-life cblivious, 

All the patients, brisk and cheerful, 
Are encouraging the dancer, 

And applauding the musician. 

Dim the gas-lights in the output 

Of so many ardent smokers, 

Full of shadows lurch the corners . . . 


” 


The daily pattern of mood is blacker and whiter in hospital 
than in the outside world, but in Hospital Verses there is little 
complaint save in the bitter, hopeless last lines of “ Pastoral.” 
Henley glimpses spring through his hospital window, and 

“ A sprightliness feeble and squalid 
Wakes in the ward, and I sicken, 
Impotent, winter at heart.” 


Despair passes, and in “ Music” Henley reveals one of 
those moments in which peace is made more peaceful by the 
heightened sensibility of illness. So at the sound of a distant 
barrel organ “ piping foolish ditties ” 

““ Books, beds, bottles, floor, and ceiling 
Fade and vanish, 
And I’m well once more .. . 


O the sight and scent, 

Wistful eye and perfumed pavement : 
In the distance pipes an organ .. . 
The sensation 


Comes to me anew 

And my spirit for a moment 

Thro the music breathes the blessed 
Airs of London.” 


It is interesting to see how in this nostalgic mood Henley 
returns to the echoes of older verse forms and to the evocative 
diction and rhythms so markedly different from the rest of 
Hospital Verses. 

At last in 1875 Henley was discharged from 
Infirmary, and for every man in every time he cried: 

“Carry me out 
Into the wind and sunshine, 
Into the beautiful world .. . 


the Old 


These are the streets; 
Each is an avenue leading 
Whither I will. 


Free... 

Dizzy, hysterical, faint, 

I sit, and the carriage rolls on 
Into the wonderful world.” 


{Acknowledgment : Poems, by W. E. Henley (Macmillan)] 


Two bottles of agar, supplied by the Southern Group Laboratory 
of the London County Council to the War Office late in 1940 or 
early in 1941, were found in Singapore when it was recaptured last 
year. They had formed part of the equipment of an advanced 
medical stores depot in Malaya and had been captured by the 
Japanese forces in 1942. They were found on examination to be 
in perfect condition—a good testimonial to the efficacy of the 
bottled media system. 


PROVINCIAL MEDICAL & SURGICAL 
JOURNAL, 1847 


We reprint below three articles of interest in the 
early days of anaesthesia Which appeared in the pre- 
cursor of the BritisH MeEpDIcAL JouRNAL. The short 
account of amputation under ether anaesthesia was 
the first reference in the Provincial MeEbDicaL & 
SURGICAL JOURNAL fo the new discovery. The 
leading article is of interest because of the use of 
the short-lived words “letheon” and “ ietheonized.” 
J. Y. Simpson’s account of the use of chloroform as 
an anaesthetic was first given in a lecture and sub- 
sequently published at about the same time in the 
Lancet, the LONDON MepicaL GAZETTE, and the 
PROVINCIAL MeEpicaL & SuRGICAL JOURNAL—in the 
issue of Dec. 1 of the last periodical. The case of 
amputation of the thigh was published in the issue 
of Jan. 13. 


CASE OF AMPUTATION OF THE THIGH UNDER 
THE INFLUENCE OF A:THER 


TO THE EDITOR OF THE PROVINCIAL MEDICAL AND SURGICAL 
JOURNAL. 
Sir, 

As the medical profession at this moment must feel deeply 
interested in the late discovery, made by our Transatlantic 
friends, of the inhalation of xther producing that state of 
narcotism which renders persons insensible to the pain arising 
from surgical operations, | offer no apology for sending you 
the following brief account of an experiment as to its effect, 
which came under my own observation yesterday. My partner, 
Mr. Coleman, having occasion to perform amputation of the 
thigh upon a young woman of a highly nervous temperament, 
and who dreaded the pain of the operation exceedingly, we 
deemed it a favourable opportunity to test the efficacy of this 
new discovery. By the kind assistance of Mr. Julion, a talented 
young chemist, we prepared the necessary apparatus to conduct 
the experiment. The patient being brought to the edge of the 
bed, the tourniquet applied, and everything prepared to com- 
mence amputation, she began to inhale the xther, which pro- 
duced a good deal of coughing, and it was with some difficulty 
we prevailed upon her to persevere, which she at length did;— 
not, however, in a very satisfactory manner, drawing only short 
inspirations, and then removing the tube from her mouth. After 
using it for the space of three or four minutes, her teeth became 
fixed, her eyes closed, and she sank back into the arms of an 
attendant, as if in a state of complete intoxication. Mr. 
Coleman now seized this favourable moment, and very adroitly 
and expeditiously performed the flap operation. The patient 
struggled with her hands, and cried out for her mother, (who 
had been dead some years.) The sound limb was not held, nor 
did she move it, but frequently said “she would not have her 
leg cut off then ; ” indeed it was quite evident she was not aware 
of the operation being performed; for after the stump was 
dressed, and she was comfortably placed in bed, she said “it 
was not off, for her foot was asleep,” and begged of some of 
us to rub it. On enquiring of her, some hours after the opera- 
tion, what she had felt, she said “ she thought she had been in 
a dream, and that we had hurt her leg, to see if she could bear 
the operation. which was to be performed the next day.” She 
had no recollection of any cutting pain, nor could she tell the 
kind of pain she had suffered, but thought she remembered 
“hearing the bone sawed.” 

The narcotic effect of the ether soon subsided ; for in putting 
in some sutures to bring the edges of the stump together, the 
passing of the needle through the skin, produced cries of the 
most agonizing pain, though her mind was not sufficiently 
restored to consciousness, to be aware of what was going on. 

The result of this trial I cannot but think highly encouraging ; 
and fully believe, that if the inhalation had been more per- 
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fectly accomplished, the state of insensibility would have been 
most complete. So satisfied am I, that we now possess a means 
of narcotizing pain, that I shall not hesitate to adopt it in any 
case where a painful surgical operation has to be undergone, 
taking care in future to render my patient thoroughly con- 
versant with the mechanical process of inhalation, previously to 
the use of the 2xther. 
I remain, Sir, 
Your obedient servant, 
GEORGE EDWARDS. 


Wolverhampton, Jan. 2, 1847. 


P.S. January 3rd. Our patient is going on very favourably, 
and still persists she had a dream during the operation. 


PROVINCIAL 


Medical X& Surgical Journal. 
WEDNESDAY, MARCH 10, 1847. 


The process of inhaling ether for the avoidance of pain 
during surgical operations, has taken so fast hold of almost 
every professional man in this country, that it behoves the 
journalist to look to the subject, and from his focus of informa- 
tion scatter a few useful remarks and cautions on the employ- 
ment of this new process. ‘ 

How often has accusation been made by enthusiasts of various 
descriptions against members of our profession generally, for 
their incredulity and prejudices in respect to the several delu- 
sions with which this age of quackery teems. Yet was censure 
never less justly applied. The profession are commonly eager 
enough to embrace any new proposal, and give a laudatory 
report of its application ; too often indeed, at first, without due 
regard to its effects, or rather perhaps its defects, whenever 
there is reason and probability in its favour. In the instance 
of this novel plan for diminishing human suffering, whatever 
may have been stated on other occasions, sufficient has occurred 
to redeem the character of the profession, and to prove the 
readiness of its members to adopt any new suggestion, when 
supported by facts, and by the slightest colouring of reason. 

Whatever hints may previously have been given upon this 
new application of xthereal inhalation, we are undoubtedly 
indebted to our Transatlantic brethren for effectively starting 
it in practice, “Palmam qui meruit ferat.” Not he who tamely 
offers a suggestion, but he who with energy and spirit forces his 
ideas upon the public, and starts them into practical life and 
activity, deserves the credit of an invention. In the short space 
of a few weeks the ethereal inhalation has been tried in our 
own country in many hundreds of instances ; in all parts of the 
provinces, as well as in the great centres, the metropolis of each 
division of the kingdom ; employed for avoidirfg pain, not only 
in the slighter matter of teeth-extraction, but in all cases of the 
great amputations and other capital operations, and even to 
strangulated hernia, extirpation of the eyes, ovariotomy, the 
Cesarean section, &c. 

In a small proportion only of these: cases, of whatever 
description, has the process failed to take effect ; and although 
to a few patients it has proved inconvenient, to none is it 
reported to have proved fatal, and very little has yet been 
written upon the cases to which the new measure is inapplic- 
able. Such is the usual course of a novel plan launched upon 
the wide ocean of practice under popular favour. All appears 
fair for a prosperous voyage ; but it is a voyage of discovery ; 
the quick-sands and dangers are at a distance, and we must 
wait the navigator’s return ere we can learn the whole issue of 
the undertaking. 

Che inhaling for the production of narcotic or intoxicating 
effects is not new, but the extensive adoption of it, in the 
manner we are considering, may still render a new term con- 
venient, and even necessary. The instrument employed, of 
whatever construction, has received the appellation of “the 
Letheon,” and from this root is readily to be derived alf the 
terms required. The phenomena which a letheonized patient 


presents, are very similar to those of intoxication, varying in 
degree from hilarity to half consciousness, complete narcotism, 
total insensibility to external impressions, failure of pulse, syn- 
cope,—may we not add death.* The most striking, if not the 
peculiar circumstance, is the rapidity with which the effect is 
produced, the shortness of its duration, and its equally rapid 
subsidence. The brain is the organ acted upon, and in pro- 
portion as external impressions are shut out, internal ideas seem 
to be generated. A letheonized patient is a sort of Ryp Van 
Winkle ; he dreams away twenty years of his past life in a 
minute, but with equal surprise, and unlike his predecessor, on 
awaking to the world again, finds it much as he left it. These 
psychological phenomena will doubtless furnish a fine study for 
the physiologist and the metaphysician. 

Nothing is more remarkable than what every one who sees 
half-a-dozen letheonized patients will be sure to witness,—a 
state of half-consciousness, with eyelids open, a congested 
countenance, a frightened stare. The patient is sensible of 
persons present, and talking, and because he is still in a degree 
sensible, protests against the operation, whilst it is actually 
being performed; and on the letheonic influence subsiding, 
which it does in two or three minutes, he reports the trial a 
failure, and waits the operation, which is already completed 
without his being conscious of it. How are such opposite states 
of the sensorium compatible? May ‘ve conjecture that the 
succession of ideas is so rapid, that they seem coincident or 
synchronous, though really successive and alternating? 

But we pass to the less speculative part of the subject, as more 
immediately applicable to our purpose, and we urge our pro- 
vincial brethren to emulate those of the metropolis in helping 
to elucidate the use of the Letheon, and particularly to giving 
us an account of any unfavourable result of the trial,—any 
cases that may seem unsuited to it. We can scarcely persuade 
ourselves that the pain naturally attendant upon all mutilating 
operations upon the human frame, is to be quite annihilated 
by this discovery, although nothing could be more congenial to 
the wishes of both the patient and the operator. It will prob- 
ably turn out that there are cases to which the measure is wholly 
unsuited, wholly improper. When-next “we dip pen” in 
ethereal fluid, we shall endeavour to write a few cautions, and 
give a guarded prognosis, as to past or prospective events , 
meantime, let the incautious Letheonizer beware, remembering 
that “all is not gold that glitters.” 


DISCOVERY OF A NEW ANASTHETIC AGENT MORI 
EFFICIENT THAN SULPHURIC ETHER 


By J. Y. Simpson, M.D.. 


Professor of Midwifery in the University of Edinburgh, 
Physician Accoucheur to Her Majesty in Scotland, &c. 


At the first Winter Meeting of the Medico-Chirurgical Society 
of Edinburgh, held on the 10th of November last, I had an 
opporiunity of directing the attention of the members to a new 
agent which I had been using for some time previously, for 
the purpose of producing insensibility to pain in surgical and 
obstetric practice. 

This new anesthetic agent is chloroform, chloroformyle, or 
perchloride of formyle.t. Its composition is expressed by the 
chemical formula, C,HCl,. It can be procured by various 
processes, as by making milk of lime or an aqueous solution 
of caustic alkali act upon chloral; by distilling alcohol, pyroxylic 
spirit, or acetone with chloride of lime ; by leading a stream of 
chlorine gas into a solution of caustic potass in spirit of wine. 
&c. The resulting chloroform obtained by these processes !s 


* Since the preceding observations were written, a notice of the 
occurrence of a fatal case, which will be found narrated in another: 
column, has been received. 

+ In making a variety of experiments upon the inhalation of 
different volatile chemical liquids, I have, in addition to perchloride 
of formyle, breathed chloride of hydrocarbon, acetone, nitrate of 
oxide of ethyle, benzin, the vapour of idoform, &c. I may probably 
take another opportunity of describing the results. It is perhaps 
worthy of remark, that in performing his experiments upon inhala- 
tion, Sir Humphry Davy confined his attention to the inspiration 
of gasses, and does not seem to have breathed the vapour of any 
volatile liquids. 
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a heavy, clear, transparent liquid, with a specific gravity as 
high as 1.480. It is not inflammable. It evaporates readily 
and boils at 141°. It possesses an agreeable, fragrant, fruit- 
like odour, and a saccharine pleasant taste. 


As an inhaled anesthetic agent it possesses, I believe, all 
the advantages of sulphuric ether, without its principal 
disadvantages : — 


1. A greatly less quantity of chloroform than of 2ther is 
requisite to produce the anesthetic effect; usually from a 
hundred to a hundred and twenty drops of chloroform only, 
being sufficient, and with some patients much less. I have 
seen a strong person rendered completely insensible by six or 
seven inspirations of thirty drops only of the liquid. 

2. Its action is much more rapid and complete, and generally 
more persistent. I have almost always seen from ten to twenty 
inspirations suffice ; sometimes fewer. Hence the time of the 
surgeon is saved; and that preliminary stage of excitement, 
which pertains to all narcotizing agents, being curtailed or 
indeed practically abolished, the patient has not the same degree 
of tendency to exhilaration and talking. 

3. Most of those who know from previous experience the 
sensations produced by ether-inhalation, and who have subse- 
quently breathed the chloroform, have strongly declared the 
inhalation and influence of chloroform to be far more agree- 
able and pleasant than those of ether. 

4. 1 believe that, considering the small quantity requisite, as 
compared with zxther, the use of chloroform will be less expen- 
sive than that of xther, more especially as there is every 
prospect that the means of forming it may be simplified and 
cheapened. 


5. Its perfume is not unpleasant, but the reverse; and the 
odour of it does not remain for any length of time obstinately 
attached to the clothes of the attendant, or exhaling in a dis- 
agreeable form from the lungs of the patient, as so generally 
happens with sulphuric ether. 


6. Being required in much less quantity, it is much more 
portable and transmissible than sulphuric zther. 


7. No special kind of inhaler or instrument is necessary for 
its exhibition. A little of the liquid diffused upon the interior 
of a hollow-shaped sponge, or a pocket handkerchief, or a 
piece of linen or paper, and held over the mouth and nostrils, 
so as to be fully inhaled, generally suffices in about a minute 
or two to produce the desired effect. 


1 have had an opportunity of exhibiting chloroform with 
perfect success in various severe surgical operations, (removal 
of tumours, of necrosed bone, amputations, &c., &c.,) and in 
tooth-drawing,* opening abscesses, &c., &c.: for annulling the 
pain of dysmenorrheea and of neuralgia ; in two or three cases 
where I was using deep and otherwise very painful galvano- 
puncture for the treatment of ovarian dropsy ; and in removing 
a very large fibrous tumour from the posterior wall of the uterus 
by enucleation, &c.t 

[ have employed it also in obstetric practice with entire 
success." The lady to whom it was first exhibited during 
parturition, had been previously delivered in the country by 
perforation of the head of the infant, after a labour of three 
days’ duration. In this, her second confinement, pains super- 
vened a fortnight before the full time. Three hours and a half 

* A young dentist, who has himself had two teeth extracted lately, 
one under the influence of ether, and the other under the influence 
of chloroform, writes me the following statement of the results— 
** About six months ago I had an upper molar tooth extracted whilst 
under the influence of xther, by Mr. Imlach. The inhalation was 
continued for several minutes before I presented the usual appear- 
ance of complete xtherization. The tooth was then extracted; and 
although I did not feel the least pain, yet I was conscious of the 
operation being performed, and was quite aware when the crash 
took place. Some days ago I required another molar extracted on 
account of tooth-ache, and this operation was again performed by 
the same gentleman. I inhaled the vapour of chloroform, half a 
drachm being poured upon a handkerchief for that purpose, and 
held to my nose and mouth. Insensibility took place in a few 
seconds; but I was so completely dead this time, that I was not in 
the very slightest degree aware of anything that took place; the 
subsequent stupifying effects of the chloroform went off more rapidly 
than those of the ether; and I was perfectly well and able again for 
my work in a few minutes.” 

+1 have now exhibited the chloroform to a large number of 
individuals, and in not one has the slightest bad effect of any kind 
resulted. 


after they commenced, and ere the dilatation of the os uteri 
was completed, I placed her under the influence of the chloro- 
form, by moistening, with half a teaspoonful of the liquid, a 
pocket-handkerchief, rolled up into a funnel-shape, and with 
the broad or open end of the funnel placed over her mouth 
and nostrils. In consequerce of the evaporation of the fluid, 
it was once more renewed in about ten or twelve minutes. The 
child was expelled in about twenty-five minutes after the 
inhalation was begun; the mother subsequently remained 
longer soporose than commonly happens after ether. The 
squalling of the child did not, as usual, rouse her, and some 
minutes elapsed after the placenta was expelled, and after the 
child was removed by the nurse into another room, before the 
patient awoke. She then turned round and observed to me 
that she had “enjoyed a very comfortable sleep, and indeed 
required it, as she was so tired,* but would now be more able 
for the work before her.” I evaded entering into conversation 
with her, believing, as I do, that the most complete possible 
quietude forms one of the principal secrets for the successful 
employment of either ether or chloroform. In a little time she 
again remarked that she was afraid her “sleep had stopped 
the pains.” Shortly afterwards her infant was brought in by 
the nurse from the adjoining room, and it was a matter of no 
small difficulty to convince the astonished mother that the 
labour was entirely over, and that the child presented to ber 
was really her “ own living baby.” 

Perhaps I may be excused from adding, that since publishing 
on the subject of xther-inhalation in midwifery, seven or eight 
months ago,t and then for the first time directing the attention 
of the medical profession to its great use and importance in 
natural and morbid parturition, I have employed it, with few 
and rare exceptions, in every case of labour that I have attended, 
and with the most delightful results, and I have no doubt 
whatever that some years hence the practice will be general. 
Obstetricians may oppose it, but I believe our patients them- 
selves will force the use of it upon the profession.{ I have 
never had the pleasure of watching over a series of better and 
more rapid recoveries, nor once witnessed any disagreeable 
result follow to either mother or child, whilst I have now seen 
an immense amount of maternal pain and agony saved by its 
employment ; and I most conscientiously believe, that the proud 
mission of the physician is distinctly twofold—namely, to 
alleviate human suffering, as well as preserve human life. 

In some remarks which I published in the Monthly Journal 
of Medical Science, for September, 1847, relative to the condi- 
tions for insuring successful zxtherization in surgery, I took 
occasion to insist upon the three following leading points :— 
“ First, the patient ought to be left, as far as possible, in a 
state of absolute quietude and freedom from mental excite- 
ment, both during the induction of etherization and during 
his recovery from it. All talking and all questioning should 
be strictly prohibited. In this way any tendency to excitement 
is eschewed, and the proper effect of the zther-inhalation more 
speedily and certainly induced. Secondly, with the same view, 
the primary stage of exhilaration should be entirely avoided, 
or at least reduced to the shortest possible limit, by impreg- 
nating the respired air as fully with the ether-vapour as the 
patient can bear, and by allowing it to pass into the lungs both 
by the mouth and nostrils, so as rapidly and at once to induce 
its complete and anesthetic effect, * * * a very common bul 
certainly a very unpardonable error being to exhibit an imper- 
fect and exciting, instead of a perfect and narcotizing, dose of 
the vapour. Many of the alleged failures and misadventures 
are doubtless entirely attributable to the neglect of this simple 
rule—not the principle of ztherization, but the mode of putting 
it in practice being altogether to blame. But, thirdly, whatever 
means or mode of etherization is adopted, the most important 
of the conditions required for procuring a satisfactory and 
successful result from its employment in surgery, consists in 

*In consequence of extreme anxiety at the unfortunate result 
of her previous confinement, she had slept little or none for one or 
two nights preceding the commencement of her present accouchement 

+ See “ Monthly Journal of Medical Science,’ for Febr., p. 639; 
for March, p. 718, and 721, &c. 

tI am told that the London physicians, with two or three 
exceptions only, have never yet employed zther-inhalation in mid- 
wifery practice. Three weeks ago I was informed in a letter from 
Professor Montgomery, of Dublin, that he believed that in that city 
up to that date, it had not been used in a single case of labour. 
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obstinately determining to avoid the commencement of the 
operation itself, and never venturing to apply the knife until 
the patient is under the full influence of the ether-vapour, and 
thoroughly and indubitably soporized by it.” 

In fulfilling all these indications, the employment of chloro- 
form evidently offers great and decided advantages in rapidity, 
facility, and efficiency over the employment of ether. When 
used for surgical purposes, I would advise it to be given upon 
a handkerchief, gathered up into a cup-like form in the hand 
of the exhibitor, and the open end of the cup placed over the 
nose and mouth of the patient ; for the first inspiration or two 
it should be held at the distance of half an inch or so from 
the face, and then more and more closely applied to it. To 
ensure a full and perfect anxsthetic effect—more especially 
when the operation is to be severe,—a teaspoonful or two of 
the chloroform should at once be placed upon the holiow of 
the handkerchief, and immediately held to the face of the 
patient. Generally a state of snoring sleep very speedily super- 
venes, and when it does so, it is a perfect test of the super- 
induction of complete insensibility. But many patients are 
perfectly anzsthetic without this symptom. 

As illustrations of the influence of this new anesthetic agent, 
{ will select and append notes of two operations performed 
with it on Friday last by Professor Miller, the first in the Royal 
Infirmary,* the other in private practice. The notes and 
remarks are in Mr. Miller's own words. 


Case L. 


‘A boy, four or five years old, with necrosis of one of the 
bones of the fore-arm. Could speak nothing but Gaelic. No 
means, consequently, of explaining to him what he was required 
to do. On holding a handkerchief, on which some chloroform 
had been sprinkled, to his face, he became frightened, and 
wrestled to be away. He was held gently, however, by Dr. 
Simpson, and obliged to inhale. After a few inspirations he 
ceased to cry or move, and fell into a sound snoring sleep. A 
deep incision was now made down to the diseased bone ; and, 
by the use of the forceps, nearly the whole of the radius, in the 
state of sequestrum, was extracted. During this operation, and 
the subsequent examination of the wound by the finger, not 
the slightest evidence of the suffering of pain was given. He 
still slept on soundly, and was carried back to his ward in that 
state. Half an hour afterwards he was found in bed, like a 
child newly awakened from a refreshing sleep, with a clear 
merry eye. and placid expression of countenance, wholly unlike 
what is found to obtain after ordinary etherization. On being 
questioned by a Gaelic interpreter, (who was found among the 
students,) he stated that he had never felt any pain, and that 
he felt none now. On being shown his wounded arm, he 
looked much surprised, but neither cried nor otherwise 
expressed the slightest alarm.” 


Case Ul. 


“A young lady wished to have a tumour (encysted,) dis- 
sected out from beneath the angle of the jaw. The chloroform 
was used in small quantity, sprinkled upon a common opera- 
tion sponge. In considerably less than a minute she was sound 
asleep, sitting easily in a chair, with her eyes shut, and with her 
ordinary expression of countenance. The tumour was extir- 
pated, and a stitch inserted, without any pain having been either 
shown or felt. Her sensations, throughout, as she subsequently 
stated, had been of the most pleasing nature ; and her manage- 
ableness during the operation was as perfect as if she had been 
a wax doll or a lay figure. 

“No sickness, vomiting, headache, salivation, uneasiness of 
chest, in either of the cases. Once or twice a tickling cough 
took place in the first breathings.” 

My assistant, Dr. Duncan, who exhibited the chloroform to 
th's last patient, informs me that about a drachm of the liquid 
was used. 


Edinburgh, November 15, 1847. 


* Professor Dumas, of Paris, Mr. Milne Beane. Dr. ‘Chatiatioon, 
Sir George Ballingall, and a large collection of professional gentle- 
men and students witnessed this operation, and two others performed 
with similar success, by Professor Miller and Dr. Duncan. 
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Medical Memoranda 


Insanity with Epilepsy following Infestation 
by Cysticercus cellulosae 


In the case of insanity with epilepsy associated with cysti- 
cercosis reported below, the patient demonstrated the fact that 
this type of epilepsy carries with it the concomitants of the 
ordinary idiopathic type—i.e., mental deterioration, as shown 
by the intelligence test. The aura depends on the site of the 
cyst in the brain, and focal symptoms are also present. The 
prognosis in this case is unfavourable. 


Case Report 


A man aged 32 was admitted to the Central Hospital, near 
Warwick, on Dec. 11, 1944, as a certified patient. He had entered 
the hospital some five months earlier, but as a voluntary patient 
On this occasion he was suffering from an amnesia for recent events, 
and could not give a full account of himself. He had suffered from 
convulsive attacks and had been operated on before admission ; 
there were two trephine holes in his occipital bone. Since this 
operation he noticed that the onset of the’ fits was different from 
what it had been before, but he could not tell the difference. His 
intelligence, estimated by the Terman Merrill revision of the 
Stanford-Binet test, gave an I1.Q. of 83, 2 vocabulary age of 274 
months, and a mental age without vocabulary age of 128 months, 
showing a loss of 53%. He made an uneventful recovery, having had 
only two major fits, and left hospital against advice after 14 days, 
only to return certified in December, 1944. 

On readmission he was violent, aggressive, confused, threatening, 
and untidy. He quickly settled down, and on the following day he 
was apologetic, friendly, and co-operative. He showed appropriate 
activity during examination and answered questions put to him sen- 
sibly but slowly There was some evidence of memory defect. He 
expressed no delusions or hallucinations, and he was not suicidal 
Later he was dull, apathetic, and in a state of confusion, answering 
questions slowly and irrelevantly. He had contracted cysticercosis 
while in the Army, and for the last six years had been subject to 
attacks of fits, followed on many occasions by threats of violence by 
knife or other weapons, especially after taking alcohol. His actions 
were irresponsible and his mental condition showed degeneration 


History.—One day, while serving with the Army in India in 1936-7, 
he ate wild bear which had been shot in a hunt. Two days later 
he noticed elements of worms in his stools. He reported this, and 
was treated in hospital; more elements came away with the head 
Later he developed difficulty in passing water and had to be 
catheterized frequently, his urine being blood-stained. After 12 
weeks he was discharged from hospital as fit for duty. He left 
India for home on leave, and whiie on the boat felt a strange sensa- 
tion of tension in his right arm, and then lost consciousness. This 
unpleasant sensation repeated itself several times at home, and in 
1943 an operation was performed on his brain, following which 
the sensation of tension in his right arm disappeared. During his 
fits he sustained two major injuries—a bad laceration over his right 
eyebrow, and a serious concussion iiiewiee a bicycle accident 


Clinical Picture —He was a well-built man 6 ft. 3 in. (1.9 m.) in 
height, weighing 11 st. 3 Ib. (71.21 kg.). His blood pressure was 
120/75: the heart sounds were faint but regular The respirator 
system showed nothing abnormal. He had glycosuria, which cleared 
up in a week. There was some asymmetry of his mouth, with weak- 
ness of the left lower lip, and weakness of the left buccinator 
muscle, demonstrated by filling his cheek with air. This was asso- 
ciated with a partial closure of the left eye. His tongue deviated 
slightly to the right on protrusion. There was some dulling to pin- 
prick over the left side of his face. Reflexes in his upper limbs 
were diminished, with no impairment of sensation, joint sense, or 
power. There was some diminution of sensation on the left lower 
limb, with an absent plantar reflex. The pupils were equal, and 
reacted to light and accommodation; blurred vision in left eye 
Ophthalmoscopic examination revealed a honeycomb type of choroid- 
itis at both macular regions, more pronounced in the left eye 
There was no evidence of*cysticercosis in the fundi or media. Blood 
picture showed no gross abnormality except an eosinophilia of | 
There was no evidence of worm elements in the faeces. Skiagrams 
revealed two areas of calcification in the skull, one in the mght 
axilla, and three in the left thigh. Since readmission the patient has 
had only one grand mal attack; this was controlled by 1 gr. (65 mg.) 
of luminal twice daily. 


Mental State—He was childish, dull, simple, and irritable, and 
he suffered from violent outbursts of temper, particularly following 
alcohol (before admission). He showed pronounced memory deterior- 
ation and had ability for stereotyped work only. 

I thank Dr. Edward S. Stern, medical superintendent, Central Hospital, for 
helpful criticism and for permission to publish this case. also Miss E. A. Eattell, 
psychologist, and Mr. Howell-Jones, visiting ophthalmic surgeon, for special 
examinations. 

Epwarp B. Forster, M.B., Ch.B., B.A.O., 


Late Temporary Assistant Medical Officer. 


Central Hospital, near Warwick 
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Reviews 


GYNAECOLOGICAL ENDOCRINOLOGY 


Gynaecological Endocrinology for the Practitioner. By P. M. F. Bishop, D.M. 
ce 124. 7s. 6d., plus 3d. postage.) Edinburgh: E. and S. Livingstone. 
In his introduction to Gynaecological Endocrinology for the 
Practitioner, Dr. B.shop says that he set out to write “a short 
book which will explain as far as possible the mechanism of 
the various disorders of endocrine activity occurring in their 
women patients; a book which will tell them [general practi- 
tioners] which hormones to use in treatment, when, how, and 
in what doses ; a book which will try to dispel the chaos which 
has been created in their minds by the predilection of pharma- 
ceutical business houses to give proprietary names to endocrine 
preparations.” This statement adequately describes the scope 
of this work and it only remains to be added that Dr. Bishop 
has been singularly successful in achieving his objects. Here 
is a simple, up-to-date, and accurate account of the physiology 
of menstruation with an explanation of the cause and treatment 
of the common disorders of menstruation, puberty, climacteric, 
conception, and pregnancy ; this and more, all within the com- 
pass of 81 pages of text. There are no conflicting views and 
references, but clear and reasonably dogmatic statements based 
on a fair assessment of the evidence at present available an 
on the experience of an acknowledged authority in this field. An 
important contribution to the practical value of this book is a 
30-page appendix listing the proprietary products marketed in 
this country, the form in which they are available, their hormone 

content, and current price. 
Dr. Bishop says he is not aware of any other book on this 


subject written primarily for general practitioners. We know 
of others, but none so good. It is scientifically sound and 
eminently practical, easy to read and to understand. It should 


prove most useful to the busy practitioner and to the final- 
year medical student. 


GASTRO-ENTEROLOGY 

Gastro-Enterology. By Henry L. Bockus, M.D. Volume I—The Esophagus 

and the Stomach. Volume IIl—The Smal! and Large Intestine and Peri- 

toneum. Volume IIl—The Liver, Biliary Tract and Pancreas, and Secondary 

Gastro-Intestinal Disorders. With General Index. (Pp. 2998; 758 illustra- 

tions, 54 in colour. £9 12s. 6d.) London: W. B. Saunders. 1946. 
Many clinicians must have waited with something like excite- 
ment for the third volume of Prof. Bockus’s book on gastro- 
enterology and they will have breathed a sigh of relief now 
that it has been brought to a conclusion. The three volumes 
constitute one of the outstanding publications in the last decade 
of medical literature. Prof. Bockus was responsible for the 
whole of the first volume, on oesophagus and stomach, but in 
the second and third volumes he has called increasingly on the 
help of collaborators. Nevertheless, the book bears through- 
out the impress of his personality and literary style, and it 
reads as a unity and not a series of disconnected episodes. It 
is a tribute to the vigorous school of gastro-enterology which 
was built up in Philadelphia between the two wars. 

Each volume is about a thousand pages in length, and there 
is a separate desk index for the three volumes. The book is 
printed on glossy paper and there are numerous illustrations, 
including a few colour plates; x-ray reproductions are com- 
mendably. clear. The individual volumes are not too heavy 
to be handled and read in comfort. With all this it is not 
surprising that the price is on the high side. Vol. I deals first 
with history-taking, interpretation of symptoms, and methods 
of examination. Then follow sections on the oesophagus and 
stomach, in the course of which peptic ulcer is considered in 
detail. Vol. I] begins with the applied anatomy and physiology 
of the small intestine and the clinical approach ; the remainder 
of the volume deals systematically with the diseases of the 
small and large intestine and the peritoneum. Vol. III opens 
with the study of the anatomy and physiology of the liver, 
the various diagnostic tests and the pathogenesis of jaundice. 
Diseases of the liver, biliary system, and pancreas are then 
considered, and finally a rather heterogeneous collection of left- 
overs. This is one of the few textbooks that give an adequate 
account of modern views on jaundice and hepatitis. 


REVIEWS 


Britisu 
MEDICAL JOURNAL 


We have used this work for reference ever since the first 
volume appeared, and ii comes triumphantly through that most 
stringent of all tests, though we were a little surprised to find 
no mention of aspirin as a cause of haematemesis. The bias is 
medical, with a recurrent emphasis on the psychiatric and con- 
stitutional factors in gastro-intestinal disorders, but most gastro- 
enterologists will feel that this is as it should be. This is not 
to deny that Bockus is often dogmatic and that many of his 
views will not be generally acceptable. He is ultra-conservative 
in the treatment of peptic ulcer and he pours a cold douche on 
the concept of gall-bladder dyspepsia. Nevertheless we are 
bold enough to assert that medicine, like history, is best pre- 
sented with a bias so long as the bias is consistent and recog- 
nizable. It is probably true to say that there is no book 
comparable with this in any other department of medicine. It 
is both compendious and generally useful. That is because 
gastro-intestinal disorders are extremely common. In no other 
system are there so many acute and chronic disturbances of 
function, in no other system must the student more frequently 
be reminded that the whole is greater than the part and that 
local symptoms are often due to some general constitutional or 
mental disorder. At times many of us have lamented the ex- 
cessive concentration on gastro-intestinal disease in the teaching 
hospitals, but if the patients are studied on the lines laid down 
by Bockus, the student will find that he has had a valuable 
discipline in history-taking, applied physiology, and psychology, 
which will profit him over the whole field of medicine. 


LEPROSY 

Leprosy. By Sir Leonard Rogers, M.D., F.R.C.P., F.R.C.S., F.R.S., and 

Ernest Muir, M.D., F.R.C.S.Ed. Third edition. (Pp. 280: illustrated. 

25s.) Bristol: John Wright and Sons. 1946. 

Only six years have elapsed since the appearance of the second 
edition of this, the classical British treatise on leprosy, but we 
regret to add that this comparatively short incubation period is 
principally due to enemy action which destroyed a large part 
of the existing stock. However, Sir Leonard Rogers and 
Dr. Muir have made good use of the opportunity afforded 
them of bringing the whole work up to date. It is slightly 
enlarged and the number of illustrations is now 88. 

In these happy isies few people realize the enormous and serious 
burden of the leprosy problem upon humanity, for a study of 
the authors’ chapter on the distribution of the disease shows 
that apparently the British Isles and parts of Western Europe 
are the only areas in which the disease never originates, though 
cases may be accidentally imported from time to time. In 
every other part of the world leprosy takes its toll of life and 
health, and in some countries the leper population numbers 
many thousands. The pre-eminently bad areas are essentially 
characterized by low altitude and high rainfall. Nevertheless, 
owing to the introduction of modern methods of dealing with 
the disease, which are almost entirely the fruit of Sir Leonard 
Rogers’s work, the problem has taken on a much more hopeful 
aspect during the last quarter of a century. For the most part 
compulsory segregation of lepers in prison-like institutions has 
been abandoned and reliance is placed on a combination of 
out-patient clinics for non-infective cases and voluntary isola- 
tion of those in the infectious stages. The recovery, or at any 
rate the improvement, of the patients becomes the best possible 
advertisement for the treatment offered, and there is now little 
difficulty in getting the sufferers to apply for admission in the 
earliest stages of the disease. The results that can now be 
obtained by skilful management are well exemplified by the 
history of the island of Nauru in Oceania. The disease was 
introduced in 1912 and by 1925 a systematic examination of 
the population showed that 30%, of the islanders were infected. 
Fortunately, however, 90% of the patients were in the early 
stage of the neural type and could be treated as out-patients. 
The infective lepromatous sufferers, numbering 193, were 
isolated. By the year 1933 (there are no later figures) the 
infective cases had been reduced to 66 and hardly any of the 
early uninfected cases had gone on to the infective stage while 
under treatment. Nevertheless the control of leprosy remains 
one of the great tasks to be undertaken by public health 
authorities both in the Tropics and elsewhere. 

All who are interested in the subject, whether from the 
clinical or the administrative side, should study this volume 
with the greatest care. 
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illustrated. 

H. K. Lewis and Co. 

Too many part-time anaesthetists base their , practice of 
anaesthetics on miscellaneous scraps picked up in student 
years or on odd visits to colleagues. When the beginner 
turns to publications he easily falls between the cram books 
for the D.A. on the one hand, only to be digested with mid- 
night oil, and a vast literature in innumerable journals on the 
other, delectable though they may be to the specialist. It is 
therefore a pleasure to find in Dr. Cullen’s book a patently 
honest attempt to help and guide the serious beginner in 
anaesthetics. The language may be a little stilted and the 
value of the cartoons doubtful, but the book on the whole is 
a brave effort. The author rightly remarks in the preface that 
the main emphasis is “ placed on establishing a basis for a 
rational approach to the problems of using depressive drugs, 
alleviating respiratory depression and treating shock.” 

To enumerate the many excellent features of text and illustra- 
tions would be an easy task were space available. That there 
is a chapter of 28 pages headed “ Airway ” should be sufficient 
evidence that the title of the book does indicate its contents. 
Not only the G.P. but the specialist, too, will benefit from 
its perusal. After all, there is but one important kind of 
anaesthesia—safe anaesthesia. The beautiful binding and clear 
type, no less than the text, will grace the bookshelves of any 
anaesthetist. 


Notes on Books 


Anatomical Eponyms, by Jessie Dosson, M.Sc., of Manchester, 
is an important book of reference, which has been published at a 
period when such an historical record will be of special value as an 
accurate register of the names of those distinguished anatomists, 
surgeons, and anthropologists who are still fresh in the memory of 
the older type of anatomical teacher, many of whom have been able 
to combine scientific work with the practical business of teaching or 
general surgery. In the preparation of this work there has been 
recorded, with each name that has been listed, the place and date 
of birth and death, and a selection of important posts held by the 
individual ; finally the reference to its description in the author's 
works is given. An excelient portrait of Andreas Vesalius appears 
as a frontispiece, and the book is sponsored by a foreword written 
by Prof. Wood Jones, who comments on the danger which exists at 
the present time of the science of anatomy being deprived of that 
interest which the association of particular organs or parts of the 
body with the name of a distinguished anatomist formerly provided. 
Fortunately a few standard works on anatomy still retain the names 
of some well-known classical celebrities such as Achilles or Julius 
Caesar, and of some distinguished surgeon-anatomists. Thus the 
science of anatomy is not yet entirely bereft of the practical interest 
inherent in the individual description of such a structure as the 
perineal (not “ peroneal "’) fascia of Colles, which is of such impor- 
tance in the limitation of the spread of extravasated urine. The book 
is published by Bailli¢re, Tindall and Cox at 30s. 

A Practical Handbook of Midwifery and Gynaecology, by W. F. T. 
HauLTAIN and CLirForp KENNEDY, needs no re-introduction. The 
fact that it has reached a third edition, the publication of which was 
delayed only because of the war, is sufficient testimony to its worth. 
New features include a chapter on the infant, and sections on the 
use of drugs in labour, the therapeutic use of hormones, and the 
use of x rays in obstetrics and gynaecology. It is good to see the 
incorporation of a note on contraception. This, then, is the ideal 
revision book for the final-year student. All the answers are here, 
listed in logical sequence. It is the “ ready reckoner” for the busy 
general practitioner who desires to look up points with a minimum 
of inconvenience and delay. It should prove to be what the returning 
Service medical officer is looking for as regards his theoretical 
rehabilitation in midwifery and gynaecology. 
E. and S. Livingstone, and the price is 20s. 

A book that has been in active use—and under constant revision 
—for nearly thirty years has little need of introduction, and a warm 
welcome can once again be assured for Dr. H. C. CaMeron’s The 
Nervous Child, now in a fifth edition. When it first appeared it was 
necessary to remind the profession that the child had a mind as 
well as a body. Now, as the author wisely remarks, it is almost 
necessary to remind the psychiatrist in his dealings with children 
how often the nervous disturbance is erected upon a physical basis. 
There have been certain small additions and revisions, but essentially 
Dr. Cameron's classic remains what it always was—a commonsense 
approach to a very common series of problems in child medicine. It 
is published by the Oxford University Press at 10s. 6d. 


The publishers 
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The third edition of Sternal Puncture, by Drs. A. Piney and J. L. 
ANAESTHESIA FOR BEGINNERS HAMILTON-PaTEeRSON (William Heinemann Medical Books; 15s.), 
Anesthesia in General Practice. By Stuart C. Cullen, M.D. (Pp. 260; shows evidence of considerable revision of the text. Dr. Piney still 
: $3.50 or 21s.) Chicago: Year Book Publishers; London: makes the collector’s approach and is unduly interested in rarities. 


Few, if any, pathologists will ever see a marrow smear of an erythro- 
blastoma, and few would agree that dimorphic anaemia is distin- 
guished from achrestic anaemia by the absence of free acid in the 
gastric juice. Nevertheless the book has the pre-eminent quality of 
readableness, and the popularity of this third edition seems assured. 


A monograph on Unequal Ventilation of Different Parts of the 
Lung and the Determination of Cardiac Output by Dr. P. E. 
Rauwerpa, of Groningen, lieutenant in the Royal Netherlands Army 
Medical Corps, has been issued as a cyclostyled volume of over 
150 typed pages, with many reproductions of tables and graphs. A 
copy can be consulted in the library of the British Medical Associa- 
tion, and the work is obtainable from Messrs. H. K. Lewis and Co., 
336, Gower Street, at the price of 35s., plus 7d. postage 


Preparations and Appliances 


REPLACING THE IRVING BOX: A NEW 
SUGGESTION 


Capt. H. Levon, S.A.M.C., writes from Capetown: 


I have been prompted to write the following note because 
of the frequency with which the traditional Irving box used 
in suprapubic drainage proves unsatisfactory. The following 
apparatus is in use at 110 Military Hospital, Roberts Heights 
(Major Lorandos, surgeon specialist, S.A.M.C.). Practical 
experience necessitated a few alterations to the first “ model ” 
and we finally arrived at the apparatus described below. 

An old anaesthetic mask of the “ closed” variety forms the basis 
of the box—preferably a mask with an inflated rubber-cushion face- 
piece. An oval wire ring is made to fit circumferentially about a 
third to halfway down the mask, and four wire hooks are soldered 
to the wire—i.e., two on either side. (For thin patients it may be 
necessary to have two additional hooks soldered at the lower portion 
of the ring.) A 1/4 in. diameter rubber catheter with an extra 


C= Optional 


A=Tight-fitting cork. B=Metal ring, with hooks. 
Inflation 


hook. D=Catheter. E=Elastic. F=“ Elastoplast.”. G 
tube. 


hole cut alongside the end (so as not to destroy the tip, which pro- 
vides necessary rigidity) is then introduced through a corresponding 
hole cut or burnt into the most dependent part of the mask—i.-c., 
the part nearest the pubis. This hole can be reinforced internally 
and externally if necessary, to prevent the catheter slipping out, by 
the use of rubber solution over linen-thread binding. A _ cork, 
fitting into the metal top of the mask, completes the apparatus, 

To keep the apparatus in place, four strips of “ elastoplast *’ about 
14 in. wide are strapped on either side of the patient's abdomen, 
passing from either side of the spine to halfway round the flank. 
Holes are made in the doubled-over ends, and from these pieces of 
1/4 in. garter-elastic are stretched to the hooks on the mask. The 
edge of the box and the skin around the wound are smeared lightly 
with zinc and castor oil and tinct. benz. co. cream to seal the box 
and to protect the skin. By removing the cork, the wound can 
easily be inspected and/or swabbed. The additional lower hooks 
on the wire ring, mentioned above, can be used to keep the box 
firmly over the pubis (a necessity in thin patients with protuberant 
pubes) by using a T-bandage between the legs and two further 
elastic strips. 

The advantages of the box are: (1) Water-tightness around the 
wound, preventing any leak. (2) The apparatus can be adjusted to 
prevent pouting of the wound, which delays healing. (3) The 
cushioning effect of the mask is important for the patient's comfort 
(4) Little attention is required once the simple apparatus is correcily 
adjusted. This type of “box” could form the basis for a 
commercial production. 

Thanks are due to the O.C., 110 Military Hospital, and to the 
D.G.M.S., for permission to publish this note 
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MEDICINE’S GREATEST GIFT 


It was Sir William Osler who referred to surgical 
anaesthesia as medicine’s greatest single gift to suffering 
humanity. The centenary of the first practical application 
of the method falls on Oct. 16, 1946. The centenary is 
being celebrated by exhibitions at the Royal College of 
Surgeons and at the Wellcome Historical Medical Museum 
illustrating the history of anaesthesia throughout the ages ; 
by celebrations organized by the Society of Anaesthetists ; 
and by special meetings at the Royal Society of Medicine 
and elsewhere. In the present issue we have tried to blend 
the old news with the new in a small symposium in the 
opening pages of the Journal. A recent number of the 
British Medical Bulletin worthily commemorated the event 
whose birthday falls due next week. 

The history of anaesthesia provides a good example of 
the necessity for advances being made in certain sciences 
before any steps can be taken in others. Medical men 
had always sought some agent to deaden the pain of sur- 
gical operations, and it is understandable that for centuries 
the drugs used were nearly always taken by mouth. 
Whether the essential constituent of the substance admini- 
stered was opium, or atropine, or hyoscyamus, it is obvious 
that there could not have been any true anaesthesia. The 
best that could be hoped for was some dulling of the sense 
of pain. In the Middle Ages there arose the practice of 
“inhaling” so-called anaesthetic substances, as, for 
example, those contained in the “ soporific sponge.” But 
most of these substances were non-volatile, and there could 
be no true inhalation anaesthesia. Medicine had to await 
the development of chemistry before any true anaes- 
thesia could even be conceived. Until about 1754, when 
Joseph Black announced his discovery of carbon dioxide, 
the existence of “airs” which were not ordinary air was 
not recognized. The discovery of many new gases by 
Joseph Priestley in the period 1770-80 at once made 
possible the conception of an anaesthetic agent administered 
in the form of a true inhalation. Nearly seventy years were 
to pass before the logical outcome of these discoveries was 
the successful use of a gas or vapour for anaesthetic 
purposes. 

At this time we do honour to all those who made possible 
the use of the new method in surgery. Despite the statues 
erected to his memory, Crawford W. Long had no influence 
on the development of the method, although he himself 
used ether as a general anaesthetic in quite a number of 
cases from 1842 onwards. To Horace Wells and W. T. G. 
Morton goes most of the credit. These men were totally 
different in character and mental make-up. They were both 
dentists, but there similarity ceased. Had not Wells been 
something of a dreamer he might never have demonstrated 


the anaesthetic properties of nitrous oxide. But, on the 
other hand, had he been a practical and ambitious man of 
the world like Morton, he might have established for some 
time the use of nitrous oxide. Ether and chloroform would 
naturally have taken their proper places later, but from 
many aspects it was perhaps better that Wells failed and 
Morton succeeded. It was a pity that Morton tarnished 
the brightness of his great practical achievement by his 
subsequent action. Had he not been linked with the 
jealous and unscrupulous Jackson his commercial attitude 
to the question might have been modified. 

The subsequent history of anaesthesia in the ‘fifties and 
‘sixties was dominated by the ether—chloroform controversy. 
It is strange that nitrous oxide, the first inhalation anaes- 
thetic, should have been neglected for nearly sixteen years. 
The emphasis on ether and chloroform did more ; it delayed 
the adoption or discovery of new anaesthetics which in 
the present century have done so much to widen the 
horizon. However, the advent of professional anaesthetists 
and the whole-hearted co-operation of instrument manu- 
facturers enabled progress to be made in the design of 
apparatus. Such men as Snow and Clover, starting as they 
did with considerable experience in other fields, gave to 
this branch of the medical art something of the dignity of 
an exact science. The work of the French physiologists, 
Magendie, Flourens, and Claude Bernard among others, 
lent the final polish. Paul Bert, another great French 
worker, did much to clarify the position regarding the 
pressures of anaesthetic vapours, and, though his concep- 
tion of a “ pressurized’ operating chamber receded into 
the background after being used for some time in France, 
the laws which he taught bore fruit later. The numerous 
inhalers which were invented during the second half of the 
nineteenth century constitute a maze out of which only the 
expert can find his way. In this issue an illustrated sum- 
mary of the most important types of apparatus is given. 

It is a curious reflection that, while from the period of 
its real beginning in 1846 until about the period of the war 
of 1914-18 anaesthesia was largely inhalational, during 
recent years there has been an increasing tendency to 
employ drugs given by other routes. It will be recalled that 
when Morton gave ether in his fourth case at the Massa- 
chusetts General Hospital—that is, his first really major 
operation, the amputation of the leg of Alice Mohan—the 
surgeon was so sceptical of the value of the anaesthetic 
that he had given the patient 100 drops of laudanum before 
the operation. This was premedication with a vengeance. 
Since then premedication has made many advances, and 
the field has widened to include the practical use of anaes- 
thetics administered by non-inhalation methods. Such 
methods depend upon those pioneers who devised methods 
of introducing drugs into the body via the subcutaneous 
tissues or the circulation. Lafargue injected morphine 
paste subcutaneously in 1836, and in 1839 Taylor and 
Washington of New York introduced hypodermic injec- 
tions for the relief of pain. In 1853 Wood of Edinburgh 
invented the hollow needle, and in the same year Pravaz 
used this needle in conjunction with a special syringe of his 
own design. Twenty years later Bennett showed that 
cocaine had anaesthetic properties, and the whole prospect 
of local anaesthesia was opened up. In 1875 there 
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appeared the first monograph on intravenous anaesthesia, 
P. C. Oré’s Etudes cliniques sur Uanesthésie chirurgicale 

. which described the use of chloral hydrate by this 
method. Shortly afterwards various investigators tackled 
the problem of introducing anaesthetic substances directly 
into the cerebrospinal fluid. In 1899 Rudolph Matas was 
one of the first to make satisfactory use of the method in 
the human subject. Rectal anaesthesia was attempted by 
Pirogoff as far back as 1847, and this method first achieved 
practical possibilities in the hands of Molliére in 1884. A 
word should be said about the development of endotracheal 
administration. In 1869 Trendelenburg administered 
chloroform by this route, but only after performing 
tracheotomy on the patient. Sir William Macewen of 
Glasgow was the pioneer of endotracheal anaesthesia with- 
out preliminary tracheotomy, since in 1880 he passed a 
metal tube into the trachea through the mouth, and 
administered chloroform by this route in a case of malig- 
nant disease of the base of the tongue. This led ultimately 
to the methods of Magill and Rowbotham, which were 
inaugurated during the first world war. 

Many drugs have been tried for anaesthetic purposes. 
One of the earliest was ethylene. This was first tried in 
1849 by Thomas Nunneley of Leeds. His results with 
ethylene were unsatisfactory, but much better with ethylene 
dichloride. It was Nunneley who first described the A.C.E. 
mixture. The period from 1918 to 1922 was marked by 
the researches of Luckhardt and Thompson, which estab- 
lished ethylene as a practical possibility. Cyclopropane was 
first discovered by August Freund in 1882, and its utility 
as an anaesthetic was established by Lucas and Henderson 
in 1928. The most recent experimental work prompts 
repetition of the words of the prophet that there is no new 
thing under the sun. Baron Larrey, Napoleon’s military 
surgeon, had observed the anaesthetic effect of extreme 
cold after the battle of Eylau, and he recalled this observa- 
tion in a discussion at the French Academy on Hickman’s 
Memorial to Charles X. It is now recognized that amputa- 
tion of a limb can be performed with no other anaesthetic 
than efficient refrigeration of the affected member. In this 
number recent advances in anaesthesia are discussed in a 
special article. In the past there was difficulty in securing 
satisfactory statistics for anaesthetic purposes; but in 
recent years advances have also been made in keeping 
records. 

Efficient anaesthesia has long been an_ established 
practice. While anaesthetics have become increasingly safe 
in the hands of experts, something still remains to be done. 
The work of the pioneers which we recall to-day should 
be an inspiration to the pioneers of to-morrow. 


JUDICIOUS ENDOWMENT 
The trustees of the Nuffield Foundation, which was estab- 
lished by Lord Nuffield three years ago as a charitable 
trust with an endowment of ten millions, have published 
their first report. The Foundation has three main objects : 
the advancement of health and prevention and relief of 
sickness, in particular by medical research and teaching 
and by the organization of medical and health services ; 


the advancement of social wellbeing; and the care and 
comfort of the aged poor. The board of trustees includes 
two members of the medical profession—Sir John Stopford 
and Dr. Janet Vaughan. 

The Foundation welcomed the opportunity of co-opera- 
ting in London University’s plans for the creation of the 
Institute of Child Health, and it endowed the professorship 
with a sum of £100,000, payable in equal instalments over 
ten years. It has assisted the Universities of Durham, 
Glasgow, and Manchester in their plans for the develop- 
ment of teaching and research in the field of industria! 
health ; the former two have accepted grants totalling to 
£40,000, and Manchester to £70,000. The Foundation has 
also offered a number of medical fellowships in industrial 
medicine, social medicine, psychology, and child health, of 
an annual value of between £500 and £800 each and tenable 
for from one to three years. A different and less academic 
project designed to advance industrial health has also been 
aided. This is a combined industrial health, rehabilitation, 
and research service to be established at Slough. The 
provisional plans include an industrial health centre giving 
expert advice on conditions in factories and workshops, a 
casualty clinic, an out-patient rehabilitation department, 
a remedial workshop, and a research department studying 
causation and incidence of disease in light industry. The 
Foundation has promised a grant of £3,000 a year for five 
years towards the research side of the scheme. Large 
benefactions have been made for the furtherance of dental 
health : a sum of £150,000 has been assigned for the whole 
programme, which includes a scheme of fellowships and 
scholarships to encourage persons of suitable ability to 
prepare themselves for an academic career in dentistry, 
and also assistance to certain dental schools to improve 
the quality of dental teaching and the facilities for research. 
The schools assisted are the Sutherland Dental School of 
the University of Durham, Guy's Hospital Dental School, 
the School of Dentistry of the University of Leeds, and the 
Turner Dental School of the University of Mancheste: 
Other projects aided are research in ophthalmology, in 
rhinology, and in radiology. A grant of £3,000 a year 
for three years has been made to the University of Oxford 
in aid of the Nuffield Laboratory of Ophthalmology, and 
a grant of £3,700 has been allocated to the University of 
Manchester and the Manchester Royal Infirmary for 
research on the causation of catarrhal infection in the 
nasal passages. The grant for radiological research is to 
finance certain investigations proposed to be carried out 
at the Nuffield Institute of Medical Research at Oxford 
into the normal structure and functions of the human 
body as revealed by radiography and x-ray cinematography. 

Apart from medicine, the Nuffield Foundation has made 
large grants to stimulate research in the fields of nuclear 
physics, agriculture, and metallurgy. Among the alloca- 
tions for the furtherance of the social sciences is a grant 
of £5,000 a year for five years to the Population Investiga- 
tion Committee towards the cost of its programme ol 
research. The programme includes a survey of population 
trends, an inquiry into certain aspects of child-bearing and 
of the maternity services of Great Britain, a study of the 
factors influencing age at marriage, and inquiries into the 
relation between fertility and intelligence. The subsequent 
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ACCELERATION OF WOUND HEALING a 


appointment of the Royal Commission on Population has 
not restricted the work of this committee, which was 
originally set up in 1936, but on the contrary has widened 
the possibilities of its useful work. Finally, in pursuit of 
its third aim, the Foundation has initiated a survey of the 
problems of ageing and of the care of aged people. Grants 
have been made in support of two projects of research into 
the process of ageing, one by the Department of Psycho- 
logy of the University of Cambridge, into the characteristics 
and changes of human function associated with different 
age-groups, and the other a series of clinical trials carried 
out at Tooting Bec (L.C.C.) Hospital by the Club for 
Research on Ageing. 

The total amount expended by the Nuffield Foundation 
during the first three years of its existence has been little 
short of a million pounds, but the policy behind the alloca- 
tions has been as wise and discerning as the allocations 
themselves have been princely—a thing which cannot be 
said of all large-scale philanthropy. 


ACCELERATION OF WOUND HEALING 


During the recent war, and more particularly in the semi- 
tropical and tropical campaigns, wounds, burns, and ulcers 
often showed an indolence not commonly observed in 
civil life. Frequently the wound or ulcer, though affecting 
an apparently healthy and well-nourished soldier and 
though entirely or almost free from infection, remained 
for weeks or months without decreasing in size and with 
little evidence of an ingrowing epithelial edge. The patient 
and his medical attendants became impatient of this indo- 
lence, and for the stimulation of healing every practicable 
measure was employed which theory could justify or 
ingenuity devise. Kerr and Werner,'? for example, using 
a heart-extract powder which had been prepared by Dol- 
janski® and which had shown a remarkable capacity for 
promoting the growth of fibroblasts and epithelial cells in 
tissue culture, applied their preparation to eighty indolent 
wounds, burns, or ulcers; and a conspicuous accelera- 
tion of healing was observed in all but seven cases. This 
remarkable success demanded further investigation, not 
only because of its clinical importance but because of 


the far wider biological implication that heart-extract” 


powder promotes the healing of indolent wounds by virtue 
of its capacity to stimulate the growth of fibroblasts and 
other cells in vitro. 

Young, Cruickshank, and Martin* have made a detailed, 
carefully controlled, and statistically complete study of the 
effect on wound healing of heart-extract powder prepared 
after the method of Doljanski. They followed the progress 
of healing in four hundred and sixty-two experimental 
wounds of rabbits and guinea-pigs. The heart-extract 
powder (prepared from the adult sheep heart) and 
embryo-extract powder (from the whole sheep embryo), 
applied directly to the surface of healthy wounds in 
these experiments, consistently retarded the healing 
process; and they conclude that there is no direct 
correlation between growth-promoting capacity in vitro 
and that in vivo in so far as the healing of healthy 
wounds can be accepted as a criterion. The heart-extract 
powder exercised no general or constitutional effect on 
the healing of distant wounds and was not anaphylacto- 
genic, as Werner has suggested. Applied directly to the 
surface of a wound, heart-extract powder evokes a non- 

Brit. J. Surg, 1944-5, 32,281. 
2 [bid., 1944-5, 32, 518. 


2 Nature, 1942, 150, 660. 
4 J. Path. Bact., 1946, 58, 63. 


specific, foreign-body, giant-cell reaction similar to that 
evoked by Scharlach R and Sudan III, which enjoyed a 
vogue some thirty years ago as stimulants to healing of 
indolent wounds. Young, Cruickshank, and Martin suggest 
that in the series published by Kerr and Werner at least 
sixty-three of the patients (and possibly more) had been 
treated more or less intensively with sulphanilamide for 
prolonged but variable periods up to 270 days, and suspect 
that one at least suffered from sulphonamide poisoning at 
the time when sulphanilamide was stopped and treatment 
with heart-extract powder begun. They think it regrettable 
that Kerr and Werner were unable to employ a series of 
“sulphonamide controls” in their clinical experiments. 

The work of Young and his colleagues is of great 
importance in demonstrating clearly the negative but 
fundamental axiom that a substance cannot be assumed 
to stimulate in the human body the growth of those tissues 
whose growth it accelerates in tissue culture. 


PERIODICITY OF INFLUENZA EPIDEMICS 


The possible appearance of a major influenza epidemic has 
been the subject of much speculation during the past few 
years. Early in the war a large outbreak was due if the 
previous cycle of appearance was used as a basis of pre- 
diction. Yet despite this and the apparently favourable 
circumstances of overcrowded shelters, exposure to cold 
and damp, lack of sleep, and so forth, influenza did not 
assume the proportions of a major epidemic. 

There is an apparent underlying law of periodicity 
governing the occurrence of large outbreaks, and much 
work has been done in an attempt to determine the 
influenza cycle. So far, however, no method has been 
able to predict future outbreaks except for relatively short 
periods. Up to 1939 influenza epidemics in this country 
had a two- to four-year cycle, and the years when the 
disease reached epidemic proportions were 1922, 1924, 
1927, 1929, 1933, and 1937. Although there has been no 
large outbreak since 1937, a fairly sharp rise in mortality 
was recorded in 1940 and again in 1943. Various attempts 
to describe the periodicity of influenza have generally 
failed because of the non-appearance of an outbreak. 
Brownlee demonstrated a 33-week cycle but excepted 
those years when the prediction fell in summer and 
autumn, since the outbreak failed to appear in these 
months. Other workers have tried to forecast a future 
outbreak from the period of the year when the last epi- 
demic occurred. This procedure gave a good description 
of the major outbreaks over past experience. Influenza 
seems to have been more variable in the time of its appear- 
ance than has been the case in recent years. During the 
last decade the seasonal rise in incidence has always been 
recorded in the first few weeks of the year, except in 1943 
when it began about ten weeks earlier than usual. With 
a constant period of maximum incidence the prediction of 
epidemics should have been relatively certain if the hypo- 
thesis was true, but the forecasting of major outbreaks 
remains unsolved. 

The epidemiology of influenza in America is similar to 
that in England, although sharp differences exist between 
the trends in these and in other countries. Climate and 
other environmental factors influence the course, severity, 
and frequency of influenza epidemics. The latest contri- 
bution to the study of periodicity is by the Commission 
of Acute Respiratory Diseases, at Fort Bragg in North 
Carolina. These workers have approached the problem 
from a new standpoint. They consider that major out- 
breaks of influenza follow not a simple curve but a 

1 Amer. J. Hye, 1946, 43, 29. ot 
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complex one with at least two main factors. Since the 
discovery of viruses A and B, epidemics in the United 
States have since 1932 been associated with one or the 
other of these types. That two serologically distinct viruses 
may cause epidemics was unknown to earlier epidemi- 
ologists, and any suggestion that the periodic curve of 
influenza showed two different components would probably 
have been derided, as were Brownlee’s different measles 
periodicities for North and South London. Examination 
of recent American outbreaks indicates that virus A may 
have a variable interval of two to three years and virus 
B a cycle of four to six years, and the Fort Bragg team 
applied this theory to epidemics preceding 1932. They 
found that their hypothesis did not give an exact method 
of prediction but showed the probability of occurrence 
within rather wide time limits. The limits of prediction by 
this method do not appear to be any smaller than those 
of the older methods. It was forecast “ that influenza A 
will reappear during the winter of 1945 6. If it fails to 
occur in this season, the probability is much greater that 
it will appear in the following winter.” This finding is 
similar to that postulated here last autumn, and so far 
as Britain is concerned the longer the interval since a large 
outbreak the greater the probability that the next seasonal 
rise will reach epidemic proportions. No evidence was 
found in the mortality trends that hypothetical viruses, 
influenza Y or type C, have caused widespread outbreaks 
in the past twenty-five years. This finding does not, of 
course, exclude the possibility that a type of influenza 
exists that appears at long intervals and produces pan- 
demics such as that of 1918. It is quite possible, too, that 
fatality shows a large variation between different outbreaks 
and that a widespread outbreak may occur without a rise 
in mortality, which might account for some of the appar- 
ent irregularities in the influenza cycle. The Commission 
have examined this point and can find no evidence to 
support such a hypothesis. 


INEQUALITY OF THE PUPILS 

Pupillary inequality is a common clinical finding which 
may or may not have diagnostic significance. The fact 
that affections of both the sympathetic and the parasympa- 
thetic systems cause anisocoria adds to the difficulties of 
the clinician ; and the problem may be complicated by the 
possibility of local abnormalities in the iris itself, the inner- 
vation being intact. Accurate clinical testing requires 
standard conditions of illumination and measurement— 
far from simple provisions. 

The problem of pupillary inequality can be studied by 
the method of collyria—the use of eye-drops—whereby 
the duplex nerve supply of the iris can be either stimulated 
or inhibited. This line of investigation, first suggested by 
Coppez in 1903 and described by him many years later 
in collaboration with Danis,' has been pursued recently 
by E. A. Turner? with promising results. Turner used a 
solution of 4% cocaine in 1 : 1,000 adrenaline. Four drops 
are instilled into each eye at half-minute intervals. Then 
every fifteen minutes the size and equality of the pupils 
are noted as well as their reactions to light and accommo- 
dation. Five readings are taken. His series was made up 
of 50 normal controls and 66 heterogeneous cases of 
anisocoria. It was considered ‘that this test was of assist- 
ance not only in bringing out latent inequalities of pupil 
but also in determining their morbid anatomical nature. 
A partial third nerve paresis without external ophthalmo- 
plegia was found to be the commonest cause of anisocoria 
after a recent head iniury. 


1 Rev. Oto-Neuro-Ocul., 1926, 4, 81. 
2 Brain, 1945, 68, 98 


The test proves to be of help to the clinician in three sets 
of circumstances : (1) where the side of the lesion is known 
the cause of the pupillary inequality can be determined ; 
(2) where the side of the lesion is obscure but the system 
involved is known the nature of the lesion can be ascer- 
tained ; and (3) where neither the affected side nor the 
system involved is known the nature of the lesion can be 
determined with confidence in cases of well-marked oculo- 
motor palsy, and of long-standing oculosympathetic affec- 
tion. In both these conditions the difference in size of the 
pupils is increased, but in the former the pupils remain 
circular and respond by dilatation, while in the latter the 
affected pupil becomes small and irregular. 


EXPERIMENTAL GONORRHOEA 


The scientific investigation of gonorrhoea has always been 
handicapped by the fact that no animal naturally suscep- 
tible to infection has been availabie. Mahoney, Van Slyke, 
Cutler, and Blum' described recently an attempt to dis- 
cover a satisfactory method of infecting human volunteers. 
Since this attempt failed, they could not go on, as they 
intended, to investigate the effectiveness of various prophy- 
lactics. Nevertheless, their account of the various methods 
employed is instructive. Certain facts which emerged may 
be recapitulated briefly. Cultured strains of gonococci 
failed to cause clinical disease with any consistency, and 
the older the strain the less likely it was to prove effective. 
The most successful method of conveying infection was by 
transferring pus from an acute case directly to the urethra 
of a volunteer, but even this method sometimes failed to 
infect. A heavy inoculum, deep insertion into the urethra, 
and the use of mucin or peptone solution rather than saline 
——which was shown to be toxic to the gonococcus— 
increased the chances of success. Patients infected with 
sulphonamide-resistant strains did not respond to sulphon- 
amide therapy but were cured by penicillin. Those with 
a positive seemed less liable to infection than those with a 
negative complement-fixation test, and the same applied to 
volunteers with a previous history of gonorrhoea. The 
incubation period of experimental gonorrhoea averaged 
3 to 5 days, with extremes of 1 and 31 days. When origin- 
ally examined 1% of the volunteers harboured typical 
gonococci without showing clinical signs, and were there- 
fore carriers. 

This article contains a wealth of information and will 
well repay study by all who have to do with the manage- 
ment of gonorrhoea. The experiments and their results are 
set out clearly ; five tables summarize the findings ; and 
three appendices give, respectively, details of the bacterio- 
logical technique, the colony morphology, and the history 
of the strains of organisms employed. Altogether, this may 
be regarded as one of the most valuable contributions to 
the subject of experimental gonorrhoea which has been 
published. 

Dr. D. Evan Bedford will deliver the Bradshaw Lecture 
before the Royal College of Physicians of London on 
Thursday, Nov. 7, at 5 p.m. at the College, Pall Mall 
East. His subject is “ Hypertensive Heart Disease.” 


14mer. J. Syph., 1946, 3, 1 


The Committee of Privy Council for Medical Research has 
appointed C. A. B. Wilcock, M.P., C. A. Lovatt Evans, D.Sc., 
F.R.C.P., F.R.S. (Jodrell Professor of Physiology in the Univer- 
sity of London), and R. A. Peters, M.D., F.R.S. (Whitley 
Professor of Biochemistry in the University of Oxford), to be 
members of the Medical Research Council. 
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ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


Lord Woolton was the principal guest at a dinner held by the 
Royal College of Obstetricians and Gynaecologists on Sept. 27 
—the first since 1938. Mr. Eardley Holland, who presided, 
introduced Lord Woolton as someone who had always been 
interested in the maternity service of the country. As Minister 
of Food he had early turned his attention to the diet of the 
expectant mother. Lady Woolton had started the first infant 
welfare clinic in this country. 

In proposing the toast of the College Lord Woolton recalled 
his close friendship with the late William Blair Bell—* an 
extraordinary man he was.” He remembered Blair Bell at the 
time when he was made President of the College—“a great 
dynamic force searching out for new things.” Lord Woolton 
was associated with him in his search for a cure for cancer— 
“we found out the negative.” He recalled Blair Bell telling 
him in his study his dreams for the College ; and the dreams 
had now come true. Lord Woolton said that one of the first 
maternity clinics in the North had been started by his wife and 
himself. When he took on the job of Minister of Food in the 
early days of the war he determined to do something for the 
infant life of the country, and the success he attained was made 
possible by the excellence of his advisers—Lord Horder as his 
medical adviser and Prof. J. C. Drummond as his scientific 
adviser. There was, he concluded, no wiser expenditure of 
money than that devoted to the health and welfare of the infant 
life of the country. Mr. Eardley Holland, responding to the 
toast, said that this was the 17th birthday of the College. This 
year the Queen had done them the honour of becoming Patron 
of the College and he hoped that this year the King would 
present it with a Royal Charter. In 1938 the membership was 
580, and this year it was 775. They were an Empire College, 
no less than 1/4 of the fellows and 1/3 of the members working 
in the Dominions. Mr. Holland referred to the work of the 
special committees of the College on various aspects of obstet- 
rics and their investigations on behalf of the Royal Commission 
on Population. 


Antenatal Clinics : Message from the Minister 
The President read the following letter from the Minister 
of Health: 


Dear Mr. Holland,—Thank you for your letter of Sept. 20, and 
for your kind remarks about my speech at the lunch the other 
day. I hope the following information is what you want for 
the 27th. 

We have always envisaged that in staffing their antenatal clinics, 
local authorities must enlist the co-operation of the Regional Board, 
and that this will be done by appointing one of the hospital 
obstetricians as officer-in-charge of each of the local antenatal 
clinics. This would enable the obstetrician to determine whether 
the mother will ultimately require admission to hospital (and to 
take the necessary steps accordingly) or whether she can be left to 
the care of the midwife, with the facilities of the hospital or the 
services of an obstetrician or experienced general practitioner always 
available in the background. This arrangement would ensure also 
that the social services of the local authority in the shape of the 
health visitors would be at the disposal of the obstetrician in the 
clinic, and similar service will, of course, be at his disposal by 
arrangement with the local authority in the hospital. But above all 
we must remember that the general practitioner is one of the chief 
co-ordinators of the service. He is the manager who produces for 
the benefit of his patient all the facilities which the National Health 
Service can offer. He will have contacts with all the working parts 
of the machine—the hospital, the clinic, the health centre, and the 
services of the local authority, and will personally know the men 
and women who staff them. 

We have still a good deal to do in planning out the precise details 
of the organization, but these are the main lines along which it will 
be developed.—Yours sincerely, 

ANEURIN BEVAN. 

Mr. Eardley Holland concluded with a note of welcome to 
tie succeeding President, Mr. William Gilliatt, C.V.O., F.R.C.S. 
Mr. A. A. Gemmell gave a pleasant speech of welcome to 
the guests. In response Sir Hugh Lett praised the work of 
the College and stressed the need for a united profession if 
its voice was to be effective in dealing with those in authority. 
He pleaded for a closer unity between the B.M.A. and the 
Royal Colleges, whose work was primarily academic. 


RETIREMENT OF THE SCOTTISH SECRETARY 


Dr. R. W. Craig retires from the position of Scottish Secretary 
of the B.M.A. after holding that responsible post for 15 years. 
On Friday evening last week a reception and dance were held 
in the Scottish Office of the B.M.A. in Edinburgh in his honour. 
During the course of a very enjoyable evening Dr. J. B. Miller, 
Chairman of the Representative Body, presented Dr. Craig 
with a cheque as a token of esteem from a wide circle of 
friends and colleagues. Others who spoke in appreciation of 
Dr. Craig (and of Mrs. Craig) were Dr. A. F. Wilkie Millar, 
Dr. Charles Hill, and Dr. J. F. Lambie. Among those present 
on this occasion was Dr. T. C. Routley, Secretary of the 
Canadian Medical Association. 

In acknowledging the presentation and the many kind things 
that had been said about him, Dr. Craig gave an interesting 
review of the work of his Office and ended by extending a 
warm welcome to his successor, Dr. E. R. C. Walker. In 
some interesting comments on the future of the National Health 
Service in Scotland, Dr. Craig observed that the Scottish Bill 
would be submitted to the House of Commons before many 
weeks had passed. It was idle to pretend, he observed, that 
there was complete agreement between the Minister of Health 
and the medical profession as a whole. There was general 
agreement on the part of the Government and the medical 
profession as to the aims of the Act. The differences arose 
as to the methods adopted by the Government to put the 
scheme into operation. The opportunity at the present time 
of effecting a much-needed improvement in the health services 
of the country was great. It was his fervent prayer that a 
satisfactory solution of the present difficulties would be found. 
The Government must allow the doctors to remain “the 
captains of their souls.” 

Those who met together last week to say hail and farewell 
to Dr. Craig must have felt much indebted to the Scottish 
Committee, which, under the chairmanship of Dr. A. F. Wilkie 
Millar, blended formality and friendliness in an evening which 
proved once again that the Scots are the most hospitable people 
in the world. 


MIDDLESEX HOSPITAL MEDICAL SCHOOL DINNER 


The annual dinner of the Middlesex Hospital Medical School was 
held at the Savoy Hotel on Oct. 4, Dr. G. E. Beaumont presiding. 
In proposing the toast of the “ Middlesex Hospital and Medical 
School” Dr. Beaumont ranged with unerring wit from osteopathis 
to plastic belts. Replying, the Dean of the Medical School, 
Dr. H. E. A. Boldero, mentioned that the Hon. J. J. Astor, chair- 
man of the Board of the hospital, had also become chairman of the 
School Council. The two posts had never previously been occupied 
by one person. He welcomed back demobilized officers and studen‘s, 
but regretted that for the first time the Middlesex had been unable 
to keep its promise to parents to admit boys direct from school. 
He felt strongly that men embarking on a professional career shouid 
in future be allowed to complete their studies and undertake mititary 
service after qualifying. It was intended to increase the annual 
entry to the school from 80 to 100, and he hoped that the position 
with regard to the admission of students would improve. The 
senior Broderip scholar, Dr. J. Marks, also replied. Sir Gordon 
Gordon-Taylor proposed the health of the chairman, and in 
responding Dr. Beaumont was able to announce that his earlier 
reference to the difficulties of the rowing club had not falien upon 
stony ground. Sir Alfred Webb-Johnson, President of the Royal 
College of Surgeons, had in the course of the dinner agreed to 
present the club with a new boat. 


The Diagnosis Section of the Faculty of Radiologists will meet on 
Friday, Oct. 18, at 2.30 p.m., at the Royal College of Surgeons, 
Lincoln's Inn Fields, when Dr. Solve Welin, of Stockholm, will 
speak on “ The x-ray diagnosis of cholesteatoma in the temporal 
bone,” foilowed by Dr. H. Graham Hodgson. The following 
radiological meetings will also be held in London: British Ins‘itute 
of Radiology, 32, Weibeck Street, W., Oct. 17, 8 p.m., Dr. G. 
Spiegler: “* The radiograph from the physicist’s view point.” Radio- 
logical Section, Royal Society of Medicine, 1, Wimpole Sireet, W., 
Oct. 18, 5.30 p.m. Presidential address. Dr. S. Whately Davidson: 
“A basis for staffing a radiological department.” Reprints from 
the British Journal of Radiology of the discussion on “ Malignant 
Melanomata,” by Prof. P. J. Moir, etc., are now available (price 
2s. each) from the secretary of the Faculty of Radiologists, 45, 
Lincoln's Inn Fields, W.C.1. 
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Correspondence 


Some Vulgar Errors in Regard to Goitre 


Sir,—May I express whole-hearted agreement with the con- 
clusions of the authors of the excellent and timely paper under 
the above heading. A long time ago I asked in a letter to you 
for great caution in the use of thiouracil, and since that time 
I have been increasingly alarmed at the apparently light-hearted 
way in which the authors of many recent papers have advocated 
its use. 

I am convinced that for the thyrotoxic patient thiouracil 
holds out neither so good a prospect of cure of symptoms nor 
such a margin of safety as does surgery in the hands of a 
competent thyroid surgeon, and I feel strongly that its use 
should be confined within the limits of pre-operative prepara- 
tion and the occasional case where surgery is contraindicated 
or carries exceptional hazard. Finally, the authors of this article 
ask the question: “ Should not every nodular goitre be removed 
surgically without undue delay?" The answer, I am as con- 
vinced as I am sure they are, is Yes.—I am, etc., 

E. G. SLESINGER. 


London, W.1. 


Sir,—In their article (Sept. 28, p. 449) Dr. J. W. Linnell, 
Mr. Geoffrey Keynes, and Mr. J. E. Piercy enunciate as Vulgar 
Error Number IV in regard to goitre “ That no goitre should 
be considered toxic unless the basal metabolic rate is found 
to be above normal.” It is clear from reading the section of 
which this quotation forms the heading that the words “ found 
to be” are important and that in the experience of the authors 
the methods of estimating the B.M.R. show too wide a margin 
of error to allow them to regard this as an accurate test. This 
may partly be due to the use of single estimations rather than 
the duplicate or triplicate methods employed nowadays by most 
careful workers in this field. Nevertheless it does also appear 
to be the opinion of the authors that the effect of the thyroid 
on metabolism may not necessarily be fundamental. For 
example, in discussing the results of toxic goitre they say: 
“ . , the toxic process may miss, or almost miss, the metabolic 
system ...” and elsewhere: “There is little doubt that the 
cardiovascular, nervous, and metabolic systems are all affected 
to some degree by toxic goitre, but sometimes, for an unknown 
reason, only one, or it may be two, of these systems are affected 
to any marked degree.” And again: “The point, however, 
which we especially wish to make is that in the very large and 
important group of goitres to which we have drawn attention, 
where the toxicosis is minimal and yet the danger of eventual 
auricular fibrillation is real, so little is the general metabolism 
affected as a rule that it is rare to find the basal metabolic rate 
significantly raised.” 

It goes without saying that in the hands of such acknowledged 
experts as the authors the diagnosis of thyrotoxicosis and toxic 
goitre is safe even if they do not call the B.M.R. to their aid, 
but I doubt very much whether this would apply to the vast 
majority of the medical profession. For instance, referring to 
the symptoms of mild thyrotoxicosis, the authors say: “ These 
symptoms, it may be said, often can only be detected by care- 
ful observation, for they may amount to no more than some 
of the following: lassitude, minor. or occasional palpitations, 
slight irritability or emotional instability, loss of weight, 
irregular sweatings or feelings of heat, a small rise of the resting 
or, better, sleeping pulse rate, a fine digital tremor, the sus- 
picion of a stare due to retraction of the upper lids, and an 
almost imperceptible difference in the size of the palpebral 
fissures.” Is it good teaching, I wonder, to permit the diagnosis 
of thyrotoxicosis on such findings in the absence of a raised 
B.M.R.? If so it obviously requires a highly developed degree 
of diagnostic skill to distinguish between this condition and an 
anxiety state or, say, the menopause, if there is no obvious 
enlargement of the thyroid ; and if there is enlargement of the 
gland, to distinguish between non-toxic and toxic goitre. The 
physiologist, I suppose, still seeks to explain all the symptoms 
and signs of hyperthyroidism (and he would probably prefer 
this term to “ thyrotoxicosis ”) as being the result of increased 
metabolic rate. and would want to be provided with evidence 
of this in the form of a careful and repeated estimation of 
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oxygen consumption in comparison with standard figures before 
he would be inclined to accept the diagnosis. 

In the section on thiouracil I find it difficult to follow the 
arguments of the authors. It is quite clear that one of their 
principal reasons for not advocating the use of this drug as an 
alternative to subtotal thyroidectomy is on account of the pos- 
sible complications, of which they compile the following for- 
midable list. “Headache, nausea, and vomiting—usually 
transient, but Occasionally so severe or prolonged as to cause 
discontinuance of the treatment—pyrexia, splenic enlargement, 
various rashes, adenitis, enlargement of the salivary glands, 
diarrhoea, jaundice, oedema, pains in the joints, leucopenia, 
thrombocytopenia, agranulocytosis, and myxoedema are some 
though not all of those which have been described.” To this 
they add the following sinister quotation: “ ‘the thiouracil 
goitre is more of a cellular hyperplasia with mitosis very much 
in evidence and so, therefore, more comparable to a carci- 
noma.” Now it is the present experience that the complications 
of thiouracil more commonly present themselves early than 
late in the treatment. How can the authors therefore justify 
their advocacy of the use of thiouracil as a pre-operative 
measure ?—I am, etc., 


London, W.1. P. M. F. BisHop. 


Homologous Serum Jaundice 


Sir,—In the Journal of Sept. 21 (p. 409), Spurling, Shone, 
and Vaughan record a follow-up, establishing the conclusion 
that blood transfusion with pooled serum or plasma is associ- 
ated with a much higher risk of serum hepatitis than is trans- 
fusion with whole blood from individual donors. This 
conclusion tallies with the results of a follow-up of Army 
cases recorded by the writers in a paper now in proof (Brit. J. 
soc. Med.) and in a restricted report prepar@d by us early in 
the year and circulated last May. In our smaller sample of 
about 250 in either group the rates for homologous serum 
jaundice in those who received pooled plasma and whole 
blood from individual donors were respectively 5.144 2.28 and 
0.81+0.32%.—We are, etc., 

SIDNEY TRUELOVE. 


War Office, AMD.5. LANCELOT HOGBEN. 


Sir Almroth Wright and Anti-typhoid Inoculation 


Sir,—I am indebted to Dr. Leonard Colebrook and to Prof. 
Lyle Cummins for the letters (Sept. 14 and 28) in which they 
draw attention to what might appear to be a misleading account 
of the rise of anti-typhoid inoculation in my History of Medicine 
(p. 348). 

Although it has seemed to your distinguished correspondents, 
and possibly to other readers, that I have discussed the relative 
merits of Sir William Leishman and Sir Almroth Wright in 
regard to this great discovery, nothing was farther from my 
intention, and I should be extremely sorry to initiate any con- 
troversy in the matter. Indeed I yield to no one in my admira- 
tion of the magnificent pioneer work of Sir Almroth Wright in 
the field of preventive inoculation. My statement that Leishman 
was responsible for the adoption by the British Army of anti- 
typhoid inoculation, prior to the Great War, does not in any 
way detract from the credit due to his distinguished predecessor 
who originated the method. The researches of Sir Almroth 
Wright, who is still so happily with us, continue to deserve the 
highest praise, and I shall endeavour, in any future edition of 
my book, to state the facts more explicitly so that there may be 
no risk of misunderstanding in regard to the position of one 
of our greatest geniuses in bacteriology.—I am, etc., 

Edinburgh. DouGLas GUTHRIE. 


The Milk Ration 


Sir,—In view of the present drastic reduction in the milk 
ration I feel sure that many practitioners will join me in protest- 
ing against the continuation of the milk priority scheme without 
modification. If prevention be the basis of modern medicine, 
we are wandering away from this path to the detriment of the 
healthy, while in my opinion many of the sick are assured an 
over-lavish supply. 

The continuous supply of two pints of milk a day for persons 
suffering from gastric or duodenal ulcer can only be justified if 
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these patients are willing to forfeit the whole or part of the 
meat ration. It would in fact be reasonable if two pints were 
allowed during the acute stage with forfeit of the whole meat 
ration and one pint a day after this period with forfeit of half 
a meat ration. This same adjustment should be made for all 
cases of dyspepsia and inability to swallow, etc. Exception 
should be made in the case of children and expectant mothers 
and in cases of tuberculosis during the active stage. It will be 
found that nearly all cases of tuberculosis expect and are in fact 
allowed an extra milk ration after the disease is quiescent, and 
this allowance should be reduced to not more than one pint 
daily. 

It is logical to assume that if the quantities of milk are needed 
in the treatment of these diseases, its presence in adequate 
amounts is necessary as a preventive measure in the healthy. 
In my opinion the general effect of such arrangements would 
be a reduction in the priority claims by a substantial amount. 
The general practitioner would be materially assisted in assess- 
ing the value of. patients’ sudden inclination to develop symp- 
toms requiring priority milk immediately the standard milk 
supply falls —I am, etc., 


Watford. A. STAVELEY GOUGH. 


Smallpox in the Vaccinated 


Sir,—Dr. F. K. Beaumont (Sept. 21, p. 437) attributes the 
frequent failure of vaccination and revaccination to protect 
personnel in the Forces to the one-mark vaccination advocated 
by the Government prior to 1944. Possibly three- or four- 
mark vaccination does give rather more protection than one- 
mark, though the evidence is not very conclusive, but there is 
another aspect to be considered. This is that the severity of 
the reaction is also greater. This question of reaction is very 
important. Dr. Beaumont quotes from his own recent experi- 
ence the case of a sailor (who bore good marks from infant 
vaccination) who had such a severe reaction that he had a 
temperature of 104° F. (40° C.) for three days, and his arm 
took six weeks to heal, leaving a scar the size of a half-a-crown. 
One hopes that such cases are very exceptional, but they can 
hardly popularize vaccination. They make one sympathize with 
those who in order to minimize the reaction go in for 
minimum-of-trauma methods. 

In the light of recent reports as to the failure of compara- 
tively recent vaccination to protect, one can quite agree with 
Dr. Beaumont that the old idea that vaccination would protect 
for seven years should be frankly abandoned. My own prefer- 
ence, at least for persons in this country, is “little and often,” 
and for medical practitioners or anyone who may have to dea! 
with smallpox—i.e., hospital and sanitary staffs—it would prob- 
ably be a good plan to make revaccination an annual event. 
There would then be practically no reaction and we should see 
an end to doctors, sanitary inspectors, and nurses contracting 
the disease and sometimes even dying from it. The general 
population could very well be left unvaccinated unless they 
were actual contacts. The great danger of outbreaks of 
virulent smallpox due to “* missed ” cases in vaccinated subjects 
would then largely cease to exist.—I am, etc., 


Leicester C. MILLARD. 


Epidemic Gastroenteritis Successfully Treated with 
Mepacrine 


Sir.—Your annotation entitled “ The Miasm of Marasmus ” 
in the issue of Oct. 5, in which you draw attention to “ epi- 
demics of gastroenteritis of obscure origin,” prompts me to 
record my own experience in this field. 

An epidemic of gastroenteritis occurred in the midwifery 
department of this hospital and affected the majority of the 
staff and a large proportion of the patients. As unexplained 
epidemics of gastroenteritis have occurred at many hospitals 
recently, particularly in the midwifery departments (in some 
of which it has almost become endemic), the successful treat- 
ment with mepacrine of cases in this epidemic and the ultimate 
stoppage of the epidemic by this means is here described, with 
the suggestion that this drug may be tried in similar epidemics 
elsewhere when other means have failed. A remarkable feature 
was that it was almost entirely confined to the staff and patients 
of the midwifery block. 


The first case occurred on June 6, 1946, and the incidence 
followed the usual epidemic rise and fall during the subsequent 
5 weeks, except that instead of falling to zero, as would have 
occurred in a closed community, a steady trickle of fresh cases 
continued as new patients were admitted and as additions were 
made to the staff. In the midwifery block 24 of a total of 36 
nurses were affected, and the total number affected, including 
also medical officers, domestic staff, and patients, was 52. On 
the general side of the hospital only 3 nurses of a total of 
125 were affected. 

Clinically the onset was abrupt. The stools were watery, 
often containing comparatively little faecal matter at first, 15 
to 25 being passed in the first 24 hours. There was never any 
mucus or blood. Vomiting occurred in two-thirds of the cases. 
Colicky pains occurred in all cases, especially before defaeca- 
tion. Only two cases were pyrexial, but several were prostrated 
by the continual stomach and bowel activity and consequent 
dehydration. A peculiar feature of most cases was apparent 
recovery lasting 24-36 hours followed by relapse. Recovery 
lasting 48 hours was maintained. No patient was seriously ill 
with the exception of two nurses and two undersized new- 
born infants. Frequent liquid stools were passed for 5-7 days, 
regardless of treatment, until mepacrine was tried. The interval 
between admission to the wards and onset of symptoms varied 
from 2 to 11 days, and averaged 8 days. Examination of stools 
disclosed no pathogenic bacteria. 

Drugs administered were sulphaguanidine or succinyl sulpha- 
thiazole 12 g. daily, 10 min. (0.6 ml.) each of tinct. bella- 
donnae and tinct. opii t.d.s.. and kaolin. These were quite 
without effect. No Giardia lamblia were seen during the main 
epidemic, but one specimen contained what may have been 
degenerate cysts. On the strength of this, but also because the 
treatment had hitherto been ineffective, all subsequent cases 
were given mepacrine 0.1 g. t.d.s. for five days. On this treat- 
ment there was prompt recovery, normal stools being passed 
within 18 hours. Vomiting did not appear to interfere with its 
action, and this symptom ceased with the treatment. The suc- 
cess achieved with this drug supported the theory of a protozoal 
origin, although no protozoa were for certain seen. 

While an effective form of treatment had been found, fresh 
cases continued to occur at the rate of about four per week. 
In particular new additions to the staff of the midwifery block 
fell victims. The number of nurses off sick at any one time 
numbered two to four. In the stools of one solitary case after 
the main epidemic Giardia lamblia and its cysts were found. In 
view of the occasional presence of this organism in diarrhoeic 
stools, to which it is not causally related, one would not be 
justified in attributing to it the cause of the epidemic. This 
unsatisfactory state continued for a further four weeks. 

Owing to shortage of staff, nurses were reluctant to report 
sick and in fact usually did not do so for 1-2 days after the 
onset of symptoms, as they heped that the latter would subside 
spontaneously. It was believed that the epidemic was being 
maintained by the presence of these ambulant cases. It was 
also suspected that the failure to grow a causal organism was 
in part due to a certain amount of self-medication with sulphon- 
amides before reporting sick. Instructions were therefore issued 
to all staff (1) to report immediately any gastrointestinal symp- 
toms, (2) to send as fresh a specimen as possible to the labora- 
tory, (3) to take no drugs until ordered to do so by a medical 
officer. These instructions were followed, I believe, conscien- 
tiously without any drop in the incidence of cases. As stated, 
cases continued to occur for a further 4 weeks, and _ their 
number included some breast-fed infants. 

All persons concerned took the usual hygienic measures to 
avoid cross-infection. This raises speculation on the possi- 
bility of air-borne transference of the infective agent. Feeling 
sure that one or more carriers were responsible, mepacrine 
(0.1 g.) once a day for five days was issued to all staff visit- 
ing the department regularly (nurses, domestics, and medical 
officers) and to all the mothers. Since then there have been 
no further cases. 

The information given above can be summarized thus: an 
epidemic of gastroenteritis affecting staff and patients of the 
maternity wards of a general hospital is described. Features 
were: (1) The epidemic was practically confined to the 
maternity block, although the staff mixed freely with staff 
from other parts of the hospital ; (2) onset was sudden, stools 
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were watery and contained no blood or mucus, and vomiting 
occurred in two-thirds of the cases; (3) no causal organism 
was for certain isolated ; (4) there was no response to sulpha- 
guanidine or succinyl sulphathiazole ; (5) prompt cure occurred 
with mepacrine ; (6) the epidemic continued in spite cf the usual 
precautionary measures until prophylactic mepacrine was issued 
to all persons in the midwifery block, when it promptly ceased. 
—I am, etc., 


St. Giles’s Hospital (L.C.C.), 


London, S.E.5. B. J. FREEDMAN, M.B., M.R.C.P. 


Haemolytic Icterus due to Rh Factor 
Sir,—I append brief notes of a case of haemolytic icterus 
due to Rh factor. The unusual family history makes it a case 
of some interest and one which may be useful to record 


Mrs. B., P.P. 7, aged 33. 
Obstetric History. 


1929. Girl. Birth weight 94 Ib. (4.2 kg.) 
1932. Boy. « 
1935. Boy. » 

Gi. » St, kg) 
1943. Bov. 6. 


There have been no miscarriages or stillbirths. No child has had 
jaundice at birth. All are alive and well except the girl twin, who 
died at 4 days; she was not jaundiced, but cause of death unknown 

In 1945 she became pregnant again. Antenatal period normal 
On Sept. 4, 1946, she was delivered by a midwife at home of a 
normal full-term female child, weight 74 Ib. (3.3 kg.). Labour 
normal and lasted 72 hours. The child breathed and cried spon- 
taneously. It was noticed to be a little yeliow. On Sept. 8 I was 
called to see the child as jaundice was not subsiding. On examina- 
tion the child cried and sucked vigevously. The skin was a pale 
lemon yellow. Mucous membranes pale. No signs of infection. 
Liver easily palpable. Spleen not felt. 


The case looked like a haemolytic icterus, but the history 
seemed to make it unlikely that Rh factor was concerned (all 
children are by the same father). However, blood samples were 
sent for examination. Resu/t-—Mother, Group A, Rh-negative, 
weak Rhesus agglutinins and incomplete antibocies present ; 
Father, Group O, Rh-positive. 

Family history, as far as can be ascertained, shows that one 
sister of the mother has given birth to a child that died at the 
age of four days with jaundice.—I am, etc., 

London. E.13. P. G. S. KENNEDY. 


New Blood 


Sik,—I enjoyed your amusing little annotation entitled “ New 
Blood.” I had always been told that the British moved slowly, 
but had not realized that it might take one of their editors 
exactly nine months to deliver good wishes to an aspiring editor 
of a new journal. Nevertheless, I appreciate these thoughts 
however belated and have taken to heart the advice which is 
so freely given. Let us hope that the readers of Blood will not 
always have to eat caviare as the editorial writer fears, but will 
occasionally have the opportunity to participate in a more 
solid and nutritious diet. As a matter of fact, had the anony- 
mous editor taken the trouble to inspect, even casually, the 
March, April, and July issues, he might have seen some good 
“solid meat.” For example, there was an article by C. J. 
Watson dealing with haemoglobin and its derivatives, some 
observations by Carl Moore on the use of intravenous iron 
notes on the presence of erythroblastosis foetalis in the first- 
born by Philip Levine, three articles and an editorial dealing 
with certain abnormal splenic effects, three articles on problems 
of blood coagulation, and three articles dealing with some rather 
serious complications cf infectious mononucleosis. The editorial 
goes on to say that “the most important causes of anaemia are 
malnutrition, malaria, and hookworm disease, none of which 
is likely to be adequately considered in a journal of haema- 
tology. . . The July issue has a 38-page review of the present 
status of folic acid by L. J. Berry and Tom D. Spies ; I think 
this will be a classic article on the subject for a long time. A 
60-page monograph on the dietary factors concerned in haemato- 
poiesis from Wintrobe’s clinic is shortly to appear. Relative 
to malaria and hookworm disease, the July issue contained 
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an interesting article from Palestine by de Vries on the excretion 
of urobilinogen in the stools and urine during malarial infec- 
tion, and the December issue will have an article from the 
Philippines on hookworm anaemia, with particular reference 
to aplastic anaemia. The rather startling statement is made 
that “ The great advances in haematology have not been made 
by professed haematologists, and future advances would be un- 
likely to be published in a journal of haematology. ...° The 
first part of this sentence hardly deserves comment, but the 
second phrase is subject to critical appraisal. Blood has 
already had between its covers some real advances dealing with 
hypersplenic effects, with the use of penicillin in agranulo- 
cytosis, the use of anti-haemophilic plasma globulin in haemo- 
philia, the use of radioactive phosphorus in polycythaemia 
and the use of thymine as an anti-anaemic substance. 

Another remarkable and rather “ precious’ statement is that 
“ Haematology is not a unified subject cr discipline in the same 
sense as neurology and cardiology, and it is too limited and 
depressing a section of clinical medicine and pathology to con 
siitute a whole-time specialty. " It is possible that once 
a specialty becomes “ unified” like cardiology or neurology, 
there can be no further advance in it. Haematology has many 
facets making it a field of exceeding interest, and there is no 
reason why the haematologist should not concern himself with 
the nutritional aspects of anaemia, the sarcomatous aspects of 
leukaemia and the immunologic aspects of haemolytic anaemia. 
One doesn’t have to be an immunologist to know something 
about haemolysins and agglutinins. The chief fascination of 
clinical investigation is that it leads one from the patient into 
any and all kinds of interesting by-ways whether of chemistry, 
immunology, or pharmacology. We read that haematology is 
first, “ not unified,” again it is “too limited,” and finally it is 
“depressing.” It is true that acute leukaemia is a depressing 
disease, but it is certainly exciting to see the dramatic results of 
splenectomy in idiopathic thrombocytopenic purpura, and in 
many cases of haemolytic anaemia and splenic neutropenia 
It is by no means depressing to see the startling effects of a 
few milligrams of folic acid in pernicious anaemia and sprue, 
nor is it saddening to note the complete relief of symptoms in 
polycythaemia by use of systematic venesections and the cure 
of erythroblastosis foetalis by an appropriate transfusion tech- 
nique. I think we should also feel a litthe encouraged by the 
recent advances in the treatment of haemophilia, to say nothing 
of the remarkable results obtained in shock with transfusions 
of blood and blood substitutes. I think, however, that it is 
depressing to note such limited knowledge by at least one of 
our British cousins as to what is haematology and what it is 
accomplishing. We didn’t think it was a limited field when 
we started the journal Blood. 1 must admit that the word 
“ haematology ” might seem to connote a rather narrow field, 
perhaps excluding such things as immune bodies, plasma frac- 
tions, and nutritional disturbances. It was for this reason that 
Dr. George R. Minot, our consulting editor, insisted on the 
use of the simple word Blood; in line with the titles of the 
Brit:sh Journals Brain and Heart. 

Perhaps I have spent too much time and space in reply to 
a miner editorial dealing with the launching of a new specialty 
journal. It has given me an opportunity, however, to air my 
views and for this | am grateful. May “New Blood” con 
stan.ly permeate even our older journals, for which we have 
such outstanding affection and respect.—I am, etc 

Boston, U.S.A WittiAM DAMESHEK. 

Sir,—I would agree with the writer of “* New Blood ” (Sept 
p. 335) that specialized journals devoted to haematology are 
likely to be “ caviare,” not “ good solid meat”: but 1 woul 4 
assert that the same is true of neurological, cardiological, and 
all other special periodicals. But what maiter if it be so? The 
specialist is interested in the minutiae of his subject and looks 
to the general med-cal press, not to his special journals, for the 
occasional publication of great advances which have a signifi 
cance far transcending his specialty. The real interest, at least 
to me, of the article “ New Blood” was the picture it presented 
of haematology as being “too limited and too depressing a 
section of cl'nical medicine and pathology to constitute a whe! 
time specialty.” The statement would probably be true if it 
read “ciinical medicine or pathology,” but, if it implies that 
there is not enough in the clinical and pathological aspects of 


: 


554 Oct. 12, 1946 


CORRESPONDENCE 


Britisu 
MEDICAL JOURNAL 


haematology to constitute a whole-time specialty, I would join 
issue with the writer. 

Glancing through my notes of the past three months, I see 
that the following cases (among others) have been referred 
to me by practitioners: patients with symptoms of anaemia, 
generalized pruritus, enlarged glands, splenomegaly, erythro- 
dermia. In the first group there have been examples of 
pernicious anaemia, idiopathic hypochromic anaemia, carci- 
noma of the stomach, aortic incompetence, chronic plumbism, 
various types of leukaemia, and other maladies. The cases of 
glandular enlargement have included leukaemia, Hodgkin's dis- 
ease, tuberculosis, secondary syphilis, pediculosis, and secondary 
carcinoma, while the splenomegalies have varied from chronic 
myeloid leukaemia to kala-azar. That the purely laboratory 
aspect of these diseases would be limited and depressing is 
true; that the purely clinical investigation of them might be 
so is probable; but who can assert that a specialty which 
enables one to. deal with the clinical, laboratory, and thera- 
peutic aspects of so varied a collection cf maladies is limited 
and depressing? Your writer says that “haematology is not 
a unified subject,” and, although he was intending disrespect 
to the subject, I would assert that it is this very fact that makes 
haematology one of the widest and most interesting of special- 
ties. Equally, his indisputably true statement that scientists 
investigating different aspects of haematology do not speak the 
same language is one of the strongest reasons for the existence 
of physicians whose main interest is in haematology, and who 
can act as liaison officers between the academically minded 
scientist and the patient who needs skilled attention. I would, 
of course, agree with the writer that the proper exponent ot 
haematology is the clinician, though the pathologist, the geneti- 
cist, and the transfusion officer may be the best exponents of 
small branches of the vast subject.—I am, etc., 


London, W.1. A. PINEY. 


History of the Hogben Test 

Sirn,—In describing (B.M.J., Sept. 7, p. 328) his improved 
method of concentrating urine for pregnancy diagnosis by re- 
course to Xenopus as a test animal, Mr. Milton's brief account 
of the history of the test might well convey an erroneous 
impression of the part played directly and indirectly by the 
writer in its discovery. He states: “ Hogben (1930) demon- 
strated that if the animal was injected with anterior pituitary 
preparations ovulation and oviposition could be induced. This 
fact was subsequently made use of by Bellerby (1934) and by 
Shapiro and Zwarenstein who independently suggested that the 
phenomenon could be utilized as a pregnancy test” (italics 
inserted). 

In 1929 I completed experiments which showed that Xenopus 
responds by ovulation at any time of the year to the gonado- 
trophic hormone of the anterior lobe of the pituitary, and that 
the ovary undergoes involution after hypophysectomy. As 
stated by Mr. Milton, a preliminary note (Trans. roy. Soc., S. 
4fr.) recorded this discovery in 1930. A later publication 
(Hogben, Charles, and Slome, 1931) based on more extensively 
planned experiments of the same sort, also including a record 
of others dealing with the effect of hypophysectomy on the 
blood calcium level and the relation of light to the pituitary 
control of the ovary, appeared in the Journal of Experimental 
Biology. At that time, the identity of the gonadotrophic sub- 
stance in the urine of pregnant women and the anterior lobe 
hormone with the same action was generally accepted. I there- 
fore made arrangements with a South African obstetrician to 
use Xenopus in order to probe its relation to the pituitary 
autacoids from a new angle. Dr. Zwarenstein was then taking 
a course of postgraduate study in my department, in which he 
learned my technique (Hogben, Quart. J. exp. Physiol., 1923) 
of hypophysectomy, and with my encouragement undertook 
further work on the relation of pituitary and ovarian function 
to blood Ca and K levels, when I relinquished my chair in 
South Africa. 

On my return to England in 1930 I made contact with Prof. 
Crew, who had started a pregnancy diagnosis unit, pointed out 
the advantages of a test animal which ovulates visibly and 
can be used repeatedly, intimated that it might be long before 
I should have a laboratory fully equipped to resume such work, 
expressed the hope that he would follow it up, and sent him 
toads from the small stock I had brought back. By 1932, when 


Dr. Bellerby and Dr. Landgrebe had joined my staff in London, 
Zwarenstein reported to me the virtual impossibility of main- 
taining ovarian activity of Xenopus under laboratory con- 
ditions; and subsequently published in the Journal of 
Experimental Biology (Shapiro and Zwarenstein, 1933) an 
account of what he called the captivity effect, implicitly con- 
troverting my expressed view that Xenopus is peculiarly fitted 
for gonadotrophic assay. At first Crew's colleagues themselves 
experienced similar difficulties ; and, since a test based on the 
use of freshly caught animals whose natural habitat is highly 
localized could have no international value for medicine, I 
recognized that extensive use of Xenopus for gonadotrophic 
assay must await fuller elucidation of conditions for maintain- 
ing its reproductive activity in the laboratory. 

Working with me in London, Bellerby and Landgrebe there- 
fore undertook at my suggestion a series of investigations 
(Bellerby, 1933; Alexander and Bellerby, 1935; Bellerby and 
Hogben, 1938 ; Bellerby, 1938 ; Landgrebe, 1939), severally pub- 
lished in the Biochemical Journal and Journal of Experimental 
Biology, to vindicate the use of an amphibian test animal by 
studying: (a) the effect of diet, overcrowding, light, etc., on 
the fertility of Xenopus ; (b) the possibility of breeding Xenopus 
in the laboratory without recourse to importing new stocks: 
(c) the action of pituitary extracts on the British common frog. 
Pari passu Bellerby (1932-3) carried out a series of tests 
showing that Xenopus responds to the gonadotrophic substance 
in the urine of pregnant women. For the reason stated above 
I discouraged early publication of our results as of merely 
academic interest until we could also annource a fool-proof 
regimen of animal husbandry. Meanwhile I had privately com- 
municated to Zwarenstein and to his junior colleague Shapiro, 
both about to visit Britain, the fact that my regimen did in 
fact ensure persistent ovarian activity of imported stocks, and 
that their so-called captivity effect was due to defective care 
of their animals. I also invited them to see my new set-up. 
Accordingly, Zwarenstein and Shapiro enjoyed the hospitality 
of my laboratory during their visit to London in 1933. We 
then demonstrated to them both the results of our pregnancy 
tests and the success of our own method of maintaining 
ovarian function of Xenopus over an indefinite period of time 
in an artificial habitat. 

On returning to South Africa, Zwarenstein and Shapiro made 
similar tests on Xenopus freshly caught from local ponds, and 
issued a note (Trans. roy. Soc., S. Afr.) recording their success- 
ful outcome shortly before a preliminary announcement of work 
in my laboratory (Bellerby, 1934) appeared in Nature. For a 
sufficient reason I made no unfavourable comment on this. 
At that time Zwarenstein and Shapiro had not vet withdrawn 
their previous assertions about the so-called captivity effect, in 
conflict with my original claims with reference to the peculiar 
suitability of Xenopus for assay of gonadotrophic substances. 
Indeed, the practicability of the test was not finally vindicated 
until Landgrebe (1939) completed a long series of experiments 
under my direction setting forth the conditions which ensure 
that Xenopus will continue to respond to gonadotrophic prepa- 
rations in a laboratory environment. In fairness to two of my 
colleagues I must add this. By luck or good management I 
had equipped my Cape Town laboratory: with what proved to 
be a satisfactory lay-out for prolonged survival experiments 
for earlier work (Hogben and Slome) on the pituitary vis a vis 
the chromatic function. Though publication of the captivity 
effect of Zwarenstein and Shapiro materially delayed prelimi- 
nary announcement of pregnancy tests, it had a salutary result. 
Certainly other workers would have experienced difficulties 
which eluded my own system of laboratory care: and the test 
itself could vindicate its credentials only after explicit clarifica- 
tion of the essential conditions of artificial culture in the hands 
of others who did not start with the advantage of my own 
intensive experience of work on Xenopus. 

Presumably it was for reasons here given that Crew, himself 
acquainted from the start with the inside history of difficulties 
besetting the final accomplishment of a project I nursed from 
the date of the parent discovery in 1929, suggested the associa- 
tion of my own name with the Xenopus method of pregnancy 
diagnosis as those of Zondek and Aschheim and of Friedmann 
were already associated respectively with methods relying on 
the mouse and the rabbit as test animals.—I am, etc., 


LANCELOT HOGREN. 
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Reiter's Disease 

Sik,—Nearly all the previous writers on this syndrome agree 
that the condition described by Fl.-Lieut. W. P. U. Jackson 
(Aug. 10, p. 197) and Dr. F. Wrigley (p. 199), is not of gono- 
coccal origin, but a complication of bacillary dysentery. That 
there are other aetiological factors responsible for this syndrome 
I have not the slightest doubt. In the autumn of 1943 many 
Service personnel were admitted to a military hospital in the 
south of England with haematuria accompanied by pyrexia and 
toxaemia. The haematuria occurred at the end of micturition. 
None of those affected had been in the Tropics, and there was 
no history of dysentery or venereal infection. The urine con- 
tained many pus cells, but was sterile to ordinary methods of 
culture. Cystoscopy revealed an oedematous and hyperaemic 
trigone. The condition was labelled, “ basal cystitis.” The 
macroscopic terminal haematuria lasted for three or four days, 
and was followed in 30 to 40% of cases by a polyarthritis and 
sterile conjunctivitis at about the tenth day of the disease. The 
jcints involved were chiefly the knees, and occasionally the 
ankles and elbows. Culture of the aspirated fluid was sterile. 
The condition was thought to be due to a Virus. 

Again, during my stay in northern Nigeria from 1944-6, this 
syndrome of polyarthritis and sterile conjunctivitis was very 
commonly encountered among native troops in the acute stages 
of gonococcal urethritis. In no instance did it appear during the 
first attack of gonorrhoea and invariably a history of four or 
five previous attacks obtained. Its appearance coincided with 
the onset of the urethritis, which was shown to be gonococcal 
in origin. Sometimes one would see a sterile conjunctivitis 
without polyarthritis in the acute stage. Further attacks of 
gonorrhoea in the patients who had previously exhibited this 
syndrome resulted in an even more intense associated poly- 
arthritis and conjunctivitis during the acute stage of the 
urethritis. In view of the appearance of this syndrome after 
many known attacks of gonorrhoea, and the increase in its 
severity during subsequent attacks, it was considered to be an 
allergic manifestation of the gonococcal organism. Obviously 
then many conditions can give rise to this combination of 
sterile conjunctivitis and polyarthritis. It occurs as a compli- 
cation of bacillary dysentery, non-specific urethritis, “ basal 
cystitis * (to which I have referred), and gonococcal urethritis. 
It is interesting to note that in the last three conditions there 
is an infection of the lower urinary tract.—I am, etc., 

Watford. JosePH DENFIELD. 


Ascariasis and Pulmonary Infiltrations 


Sir,—Dr. D. Landsborough in the comments on his case of 
* Ascariasis Causing Acute Intestinal Obstruction” (Sept. 28, 
p. 461) remarks: “ With such a heavy infestation with round- 
worms it is curious that there was no history suggesting * ascaris 
pneumonia,’ nor of toxic manifestations such as urticaria.” 

Of individuals with ascariasis it is surely only those who are 
hypersensitive (allergic) towards ascariasis who develop pulmon- 
iry infiltrations of the Loeffler type (or other allergic manifesta- 
tions), and most persons are not hypersensitive (see the 
discussion on the subject by Spiihler and Kartagener (1944), 
med. Wschr., 74, 1145).—I am, ete., 
ondon, W.! F. PARKES WEBER. 


Health Service Bill 


Sir,—I do not agree with Dr. R. W. Graham-Campbell’s 
statement (Sept. 28, p. 474) that I treated Dr. Dain unfairly 
in regard to his statement that “the right of entry of every 
doctor into the Service is not conceded as it was in the case 
of the N.H.1.” The Health Bill says that every practitioner, 
if he wishes, shall be entitled to be included in the list. The 
NH.1. regulations state that every practitioner can join the 
Service under the terms of service offered by the Committee, 
and approved by the Minister, subject to such alterations as 
mav from time to time be made by the Minister. There can 
be no such thing as an absolute right to join either Service: 
it must in practice always be conditional. Every citizen has 
a right to enter a railway carriage and travel, but only if he 
accepts the rules and regulations of the railway company. 

1 feel sure that if the much abused “ direction of doctors 


Schweiz 


} is consicered without prejudice it will be realized to be an 


ingenious scheme for the rational distribution of medical man- 


CORRESPONDENCE 


Britisu 555 


MEDICAL JOURNAL 


power for the convenience of doctors, especially the younger 
men, and the benefit of the public. A general practitioner told 
me lately he wanted particularly to practise in a seaside town 
on the south coast, but could not get there on reasonable terms 
and had to go where “ he jolly well could.” Probably in actual 
practice the choice of locality will be much the same whatever 
the method adopted.—I am, etc., 

Westbury Cuas. E. S. FLEMING. 

Sirn,—-We will shortly be asked to say whether or not we 
desire the B.M.A. to “ attempt” to negotiate with the Ministry 
on the proposed Bill. Before answering an enthusiastic “ yes ™ 
to this it would be well for everyone to consider that when 
once we do so we shall have more or less committed ourselves 
to an Act which many doctors object to for the following 
reasons. 

(a) Abolition of the right to buy or sell practices.—lt is 
ridiculous to say that when we buy practices we buy patients. 
It is simply the goodwill that is purchased, and the patient need 
not consult the doctor who buys the practice if he does not 
like him. It is up to the new doctor by his own skill and 
endeavour to attract and retain the patients, otherwise they 
will leave him in favour of another doctor. Are we to be paid 
for these practices on our death or retirement; or are we to 
continue to be able to retire when we wish and to sell to our 
successor? We shall certainly want the right of sale of practices 
under the new scheme. 

The Minister states that the sale of practices is abhorrent to 
him, as it loads the young doctor with debt.. Surely any young 
doctor with ordinary grit and determination to make good and 
an appreciation of things worked for and achieved would be 
willing, as we have been, to undertake the task, and if energetic 
and ordinarily careful should be able to clear off his debt within 
a reasonable time. I admit there is a tendency nowadays for 
the ordinary young doctor (and young people generally) to want 
things handed to them on a plate. 

(b) Negative direction.—This I fear would soon become posi- 
tive. It is an unpleasant prospect for many, to whom the right 
to choose the distriet in which they will work means much, if 
they are to. be happy and do their best for their patients. Now 
that the war is over are we doctors to be singled out for this 
type of treatment? 

(c) Dismissal, if convicted of misdemeanour under the Ser- 
vice, without right of appeal to Court.—Surely this savours of 
Nazism and dictatorship in its worst form and is intolerable to 
every doctor. A Government official has said, “Those who 
do not join the new Service can emigrate or retire; and, “A 
doctor may be a good doctor, but if he does anything which 
causes him to come under the displeasure of the Minister he 
will be expelled even if he is a good doctor.” 

I consider that the terms offered may be attractive at first 
but will probably come down with a bang inside a year or 
two, leaving us helpless to protest should we have signed on 
the dotted line. What is the alternative if we don't join? The 
public has already given us a lead by their insistence (and I am 
speaking of insured persons particularly) in five cases out of 
ten on consulting a specialist and entering a hospital privately, 
and I do not think that we need be unduly apprehensive about 
their willingness to co-operate as private patients if the scheme 
is not worked. 

Let us be united in our determination, as a great profession, 
to refuse to be the first guinea-pigs in the laboratory of this 
present Government. Let us remember that only as free men 
and women can either doctors or patients maintain not only 
our national Jife but our Empire in the important tasks whic! 
the stabilization of a lasting peace will require them to under- 
take in the years to come.—I am, etc., 


n-Trent J. R. SALMOND 
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Legal and Medical “ Insanity ~ 


Sir,—Is it not time somebody turned the cold spray on the 
so-called McNaghten Rules, which have already 
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an accused person of doubtful sanity is aware that the com- 
munity at large knows his behaviour is wrong or unacceptable 
to them real evidence that he himself considers it to be wrong ? 
Many an insane person wages war on the community with the 
most cunning deception while in the private world of their 
unconscious they are intensely imbued with the righteousness 
of their causes. Thirdly, is the patient's capacity to develop 
insight not a more important test? But even if it is, is insight 
an item which can become a court exhibit directly or even 
indirectly through expert witnesses ? I doubt it. The diagnosis 
of its absence depends on rapport or that blending of mental 
relationship between examiner and examinee, which can be 
ruined by even a slight degree of hostility, real or imagined, 
on the part of the examiner. Is this not too highly technical 
a factor to be left to a jury even to decide a point of law ? 

The late Prof. L. Susan Stebbing in her book Philosophy and 
the Physicists has a chapter on “Human Freedom and Respon- 
sibility.” In this she states: “‘ The problem of free will does not 
present itself to plain men” (presumably of the type who become 
jurymen) “as a problem of analysis. Rather it presents itself as a 
problem of reconciliation. The reconciliation required is between 
(1) the fact of our intuition of freedom; (2) our beliefs with regard 
to the correct analysis of that intuition; (3) our beliefs concerning 
the nature of the conditions of moral responsibility; and (4) our 
beliefs with regard to the nature of the conditions of the physical 
world within which our actions have consequences.” She then goes 
on to distinguish between “ responsibility for” and “ responsibility 
to.” Now, it is obvious that few jurymen will embark on a process 
of elucidation such as this in forming their opinion. It is equally 
obvious that for most cases such an elucidation is not required. But 
an elucidation along’a similar plan is required in diagnosing insanity. 
Later she states: ‘‘ The justification of punishing lies in the con- 
ditions of the welfare of society. Sometimes it is expedient that 
one man should die for the people. This is the rule of expediency. 
Social authorities can adopt no other standard since they cannot 
know what I am; they can judge only of what they observe me do. 
That which I can be observed to do is a partial indication of what 
I am and of what I am becoming. But it is a partial indication 
only. It is dangerous to attribute to the powers that be—to the 
State—an insight into my nature.” 


Does this not contraindicate a rule-of-thumb method even 
if it is a good one ?—I am, etc., 


Westcliff JoHn A. McCLuskie. 


Sir,—While it is impossible to dispute the correctness of the 
verdict in the Heath case one may perhaps give expression to 
a widely felt disquiet as to the moral value of the sentence. 
That it may be socially desirable that Heath should pay the 
penalty of his crime is perhaps beyond dispute, but is it right 
that he should ? This man’s history shows an almost lifelong 
inability to appreciate the feelings and interests of others: the 
trial has brought out his present affective indifference to the 
welfare of others in a very dramatic manner. 

Once again we are brought up against the inadequacy of the 
McNaghten Rules when applied to cases of severe and pro- 
longed psychopathy, and I personally had hoped that this case 
would result in some recognition of the need for some new 
approach to what is now recognized as a common type of 
psychiatric problem. Is it not foolish to wait until the psycho- 
path has ruined several lives before attempting to deal with 
him, and then only by hanging? The recognition of the need 
of some form of indeterminate sentence is now accepted by a 
large number of those who have to deal with this type of 
personality. It is to be hoped that this case will bring this 
much-needed reform of our Penal Code before the public: 
such a procedure would lessen the chances of occurrence 
of such a tragedy as the present one.—-I am, etc., 

Ryhope, Sunderland. T. MARTIN CUTHBERT. 


Pronunciation of Medical Words 

Sir,—Referring to Dr. C. E. S. Harris's letter (Sept. 21, 
p. 442), may I ask a question? If once we begin to correct our 
pronunciation where are we to stop ? Could we, for instance, 
hope to induce the whole medical profession to cease talking 
of the tibia and fibula and to say correctly tibia and fibula? 
So with the spelling of words: the customary asthenia should 
be astheneia. It would not be safe in every case to trust the 
Oxford Dictionary ; we would have to rely on our Latin and 
Greek dictionaries.—I am, etc., 


Ventnor. 


S. W. SUTTON. 


Obituary 


SIR WALTER LANGDON-BROWN, M_.D., F.R.C.P. 


The world of medicine and philosophy loses a distinguished 
figure by the death on Oct. 3 of Sir Walter Langdon-Brown, 
Emeritus Professor of Physic, University of Cambridge, and 
consulting physician, St. Bartholomew's Hospital. He was a 
great clinician, teacher, and humanist, a modern example of 
the scholar-physicians in the succession of Thomas Linacre. 
Langdon-Brown—he assumed “Langdon” as an additional 
surname by deed poll in 1935—sprang from Puritan stock, a 
heritage which he often gratefully acknowledged. The solid 
qualities of the Puritan character combined with his unusual 
mental endowments, forwardly 
directed gaze, and academic 
experience to make him the 
outstanding personality that he 
was. His father, the Rev. John 
Brown, D.D., a robust and 
militant Nonconformist, was 
the sixth direct successor of 
John Bunyan in the pastorate 
of Bunyan Meeting, Bedford, 
and author of the standard bio- 
graphy of Bunyan. 

It was at Bedford on Aug. 13, 
1870, that Walter Langdon- 
Brown was born. He went to 
Bedford School and then to 
St. John’s, Cambridge, where 
he was Foundation Scholar and 
Hutchinson Research Student. 
He soon gave evidence of intel- 
lectual distinction, gaining first-class honours in both parts of 
the Natural Sciences Tripos. His time at Cambridge, to which 
he returned as Regius Professor more than forty years later, 
was one of great happiness. In his inaugural lecture as pro- 
fessor he spoke of his joy on returning to a place that had 
coloured the whole of his subsequent life. “1 came here shy, 
awkward, and diffident, to meet with the most kindly encourage- 
ment. What germs of promise my teachers cunningly detected 
they assiduously cultivated. I return filled with the desire to 
repay something of the debt I owe to Cambridge.” On one 
occasion he mentioned that while walking through Pump Court 
in the Temple he suddenly had a feeling of extraordinary happi- 
ness. Then he realized that the feeling was associated with 
the noise of a can being filled at a standpipe, and he knew 
that it recalled the noise his college servant used to make when 
filling the water-can for the bath that wakened him when he 
was a Cambridge undergraduate—* when to waken was to 
anticipate another delightful day.” 

His medical training was completed at St. Bartholomew's 
Hospital, where his name first appears in 1894 as winner of 
the senior open scholarship in biology and physiology. In 
the following year he was appointed, with the future Lord 
Horder, as assistant demonstrator in biology, in which capacity 
he read to the Abernethian Society at the hospital a critical and 
well-documented paper on the mechanism of phagocytosis. In 
1896 he gave a second paper to the same body on the subject 
of the plague in England. In 1897 he qualified M.B., B.Ch., 
and was appointed house-physician to Samuel Gee, and at the 
same time became the second editor of St. Bartholomew's 
Hospital Journal. In 1901 he took the M.D. of Cambridge, 
gaining the Raymond Horton-Smith Prize for his thesis. 

Some experience of military medicine followed. During the 
South African war he was appointed senior physician to the 
Imperial Yeomanry Hospital, Pretoria. Then came many happy 
and successful years in consulting practice in London. He 
joined the medical staff of his old hospital, first as assistant 
physician and then as full physician. His long participation 
in the teaching at Bart’s is appreciated by many generations of 
students. In the ward round, the class-room, and the lecture 
theatre he was always lucid, able to present the subject in a 
manner adapted to the listener, and to communicate to others, 
especially the young, the subtleties of the art of medicine. 
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Later in his career, when he was accustomed to give formal 
lectures and addresses to various bodies, those who heard him 
panted after him, so great was the compression of his talk. 
Classical allusion, epigrams, satire, and wise and penetrating 
observations with a side-glance at current events followed one 
another so quickly that the audience at the end felt they had 
been witnessing an unusually brilliant pyrotechnic display. Not 
that there was anything showy about him: it was the urgency 
of his thought, clothing itself in eager words. But in his clinical 
teaching he never left his students bewildered. His benevo- 
lence, the range and receptivity of his mind, his appreciation 
of the student's point of view, his aptness in illustration, his 
mental vigour and alertness, which contrasted with his massive 
physical presence—all these things made him a teacher who 
will be long remembered in that home of great teachers, the 
school of Abernethy. 

Sir Walter Langdon-Brown’s interest in medicine extended 
over two great fields, both of them at the time insufficiently 
cultivated. The first was therapeutics and pharmacology. At 
a time when therapeutics was under a clovd he insisted upon 
the placing of treatment on a sound clinical basis. He once 
remarked that it was curious that the most materialistic age in 
science should have been the most sceptical in the use of drugs. 
When someone asked him how he could imagine that 5 gr. of 
a drug could have any effect on the whole body he replied 
that the body itself worked in fractions of a milligram. The 
second field in which he interested himself more and more in 
later years was the relation of the new psychology to clinical 
medicine. This was the subject of his last lecture as a member 
of the active teaching staff of Bart’s in 1930, when he retired 
on reaching the age limit and became consulting physician to 
the hospital. He believed the province of medicine to be 
coterminous with life, and that nothing that threw light on life 
was alien to medicine. No general physician did more to keep 
“the whole patient” ever before the mind of student and 
practitioner. Langdon-Brown was a prominent member and 
chairman of the Society of Individual Psychology and made 
many important contributions to that and other bodies on 
psychological subjects. He presided over a committee on post- 
graduate training in psychological medicine whose _ report 
appeared in 1943. 

Other appointments he held were those of physician and 
later on consulting physician to the Metropolitan Hospital and 
principal medical officer to the Provident Mutual Life Assur- 
ance Company. At the Royal College of Physicians, of which 
he became a Fellow in 1908, he had been Croonian Lecturer 
and Harveian Orator. In 1934 he was appointed Senior Censor. 
He examined in medicine for the Universities of Cambridge 
and Sheffield and the National University of Ireland. During 
the European war, in 1915, he carried out some useful work 
on war nephritis for the Medical Research Council. From 
1932 to 1937 he was a member of the General Medical Council, 
representing the University of Cambridge. In 1934 when the 
British Medical Association met at Bournemouth he was Presi- 
dent of the Section of Medicine. In the Royal Society of 
Medicine he was in turn President of the Sections of Urology, 
of Therapeutics and Pharmacology, and of the History of 
Medicine. He was an Honorary Fellow of the Hunterian 
Society and a Corresponding Fellow of the Harveian Society. 

In 1932 came his appointment to the Regius Chair at 
Cambridge. In a letter to a friend, written at that time, he 
said, in response to congratulations: “I do feel that it is 
a good thing that the Regius Professorship should still be 
regarded as a clinical post. I hope that my long experience 
as a teacher of physiology will enable me to act as a liaison 
officer as it were between those engaged in the preliminary 
work at Cambridge and the clinical teachers at the hospitals. 
There is good work to be done in bridging that gap, and I 
hope I may be able to do it.” His inaugural lecture was on 
English Medicine and the Cambridge School. He held the 
chair until 1935, and his long and happy connexion with 
Cambridge was continued on his election in that year as 
Fellow of Corpus Christi College. 

In literary and scientific circles both inside and outsice 
medicine Langdon-Brown’s reputation as a philosophical 
thinker and writer stood high. In Thus We Are Men he 
discussed in some engaging chapters the problems of life in 
relation to philosophy and psychology and revealed himself as 


a profound student of human nature. In the same volume he 
also endeavoured to trace the evolution of the religious impulse ; 
probably he satisfied neither the orthodox nor their opposites, 
but he wrote, he said, in order to clarify his own impressions 
for himself. He had a happy turn for the telling phrase. 
Writings and lectures of his bore such titles as “We have 
reason to think,” “ Some gods and their makers,” “ New pains 
for old,” “ The style of life,” “Just nerves,” “On getting the 
rash out,” and “ Dr. Jekyll diagnoses Mr. Hyde,” which last 
was the title of his Cavendish lecture to the West London 
Medico-Chirurgical Society. He was a frequent lecturer to the 
British Institute of Philosophy and to the Society for Mental 
Hygiene, and in his discourses he applied the principles of 
mental hygiene to sociology and to the political situation in 
an original and characteristically forthright way. His special 
interest was in seventeenth-century literature, an_ interest 
awakened in the first place by his Puritan upbringing. But 
his studies ranged over the whole field of culture, classical, 
mediaeval, and modern. Some members of the profession will 
recall how, just before the war in 1939, he was one of a party 
chiefly of medical men who went on a cruise to the highlands 
and islands of Greece, including visits to Epidaurus and Cos, 
and gave a lecture there on Greek influence on medicine. One 
of the great influences in his mature life was Sir William Osler, 
the first meeting with whom, he said, he would never forget, 
so magnetic was the effect of Osler’s personality. He wrote 
a biographical note for the republication of Osler’s addresses 
in 1939. While he had many intellectual interests his first love 
was always for medicine, and he turned to art and literature 
only for illustrations and parallels. His medical writings 
included Physiological Principles in Treatment, which ran to 
seven editions, The Sympathetic Nervous System in Disease, 
and The Endocrines in General Medicine. He was also joint 
editor of the Practical Encyclopaedia of Medical Treatment, 
and contributed many articles and reviews to this Journal. 
He was knighted in 1934, and among the other honours he 
received were the Hon. D.Sc. of Oxford, conferred in 1936 
when the British Medical Association held its Annual Meeting 
there, and the Hon. LL.D. of the National University of Ireland 


and of Dalhousie University, Halifax, Nova Scotia. His 
marriage in 1931 to Miss Freda Hurry brought him great 
happiness. Lady Langdon-Brown was his constant com- 


panion, a friend to his friends, and (as he often acknow- 
ledged) an unfailing source of inspiration. 


Dr. S. L. Simpson writes: The death of Sir Walter Langdon- 
Brown is a great loss to medicine, and especially to endocrinology, 
which owes so much to his creative vision and progressive ideas. 
Among clinicians he will always be regarded as the founder of 
modern clinical endocrinology in this country. His breadth of 
outlook and his capacity for keeping contact with the most recent 
advances in all departments was an outstanding manifestation of 
his exceptional intellect and scientific enthusiasm He was the 
moving spirit in the initiation of the Section of Endocrinology at 
the Royal Society of Medicine this year, and his inaugural address 
on the “ Birth of Modern Endocrinology" was charaeteristically 
invigorating and creative, although he himself was at the time too 
ill to be able to read his paper. His knowledge of psychology and 
of humanity was as fundamental as his knowledge of endocrinology. 
I had the privilege of knowing the late Sir Walter for some twenty 
years, during the last ten of which I shared his personal friendship 
and actively collaborated with him in endocrine literature To 
those who knew him well, his great humanity, understanding, and 
capacity for friendship were outstanding qualities which made him 
beloved. He will be especially missed by his friends and all 
workers in the field of endocrinology throughout the world. 


STANLEY WYARD, M.D., F.R.C.P. 


Dr. Stanley Wyard, physician to the Cancer Hospital, the 
Victoria Hospital for Children, and the Princess Beatrice 
Hospital, who died on Sept. 29, was the son of the late Rev. 
G. L. Wyard, of Bournemouth, and was born in December, 
1887. He was educated privately, at University College, Cardiff, 
and at University College Hospital, London. After qualifica- 
tion in 1909 he was house-surgeon and house-physician at the 
West London Hospital; he became M.D.Lond. in 1912 and 
F.R.C.P. in 1941. He served in the 1914-18 war in the 
R.A.M.C. After demobilization he specialized as a_physi- 
cian, particularly as paediatrician. His hospital appointments 
included those of physician to the Bolingbroke Hospital, the 
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Victoria Hospital for Children, the Belgrave Hospital for 
Children, the Princess Beatrice Hospital, and the Hounslow 
Hospital. Besides all this activity he was in turn medical 
registrar, assistant physician, and (on Lord Horder’s resignation 
of that post) physician to the Royal Cancer Hospital; and it 
was perhaps here that his work and his talents obtained the 
completest recognition by his colleagues and contemporaries. 
Stanley Wyard was for a long time a member of the Depart- 
mental Committee on Cancer set up at the Ministry of Health. 
He had a thorough grounding in pathology before attaining 
distinction as a clinician; and the fruits of this were attested 
in the ‘Clinical Atlas of Blood Diseases which he produced in 
conjunction with Dr. A. Piney ; the sixth edition of this success- 
ful work was published in 1945. He also wrote a Handbook 
of Diseases of the Stomach. 

The most loyal of colleagues and one of the most unassum- 
ing of men, Wyard was highly esteemed by his own profession 
and his patients ; no trouble was too great for him to take on 
behalf of anyone who wanted his help, and everyone knew that 
his actions were completely unselfish. He married Constance 
Enid, daughter of the Rev. W. R. Lloyd, Llandarog, Car- 
marthenshire, who survives him with their one daughter. Dr. 
Wyard joined the British Medical Association, but had never 
taken office in the Marylebone Division or at headquarters. 

H.R. 


News has been received from Canberra of the death of 
Dr. FRANK McCattuM, Director-General of Health for the 
Commonwealth of Australia. A native of Melbourne and 
the son of the Rev. Dr. Alexander McCallum, he was born 
on May 26, 1890, and from Wesley College entered Melbourne 
University as a student of medicine. He graduated M.B., B.S. 
in 1917 and at once joined the Australian Army Medical Corps, 
serving with the Australian Imperial Forces in France. After 
the end of the war he became a member of the Commonwealth 
Quarantine Service and in 1927 was appointed director of the 
Division of Epidemiology in the Commonwealth Department 
of Health. Two years later he came to London as chief medical 
officer at Australia House, and after his return became director 
of quarantine and senior administrative medical officer. In 
May, 1945, he was appointed Director-General of Health. Dr. 
McCallum had been a member of the B.M.A. since 1922 and 
held the diploma in tropical medicine and hygiene of the English 
Conjoint Board. 


Dr. Joun Henry Dixon PHELPS, who died at Great Malvern 
on Sept. 29, was born at Carlisle on Jan. 4, 1872, son of the 
Rev. John Phelps. He entered Queen’s College, Oxford, in 
1891 with an exhibition from Carlisle Grammar School and 
took his clinical course at St. George’s Hospital. He obtained 
the English Conjoint diplomas in 1899 and held junior appoint- 
ments at St. George's, graduating B.M., B.Ch. in 1903. After 
three years as resident medical officer at the British Hospital, 
Buenos Aires, he started in general practice in Yorkshire and 
for seventeen years held a number of public medical appoint- 
ments in and near Richmond. During the 1914-18 war Dr. 
Phelps served at the Valetta Hospital, Malta, with the temporary 
rank of cAptain, R.A.M.C. He moved from Yorkshire in 1920 
and became surgeon to the Malvern Hospital. He had been a 
member of the B.M.A. since 1907 and was also a member of 
the Medical Officers of Schools Association. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


Roland Henry Winfield, M.B., B.Chir.. who won the D.F.C. 
and the A.F.C. as an officer in the Medical Branch of the R.A.F., 
has been elected into Fellowship of St. John’s College. 


UNIVERSITY OF LEEDS 
The following candidates have been approved at the examinations 
indicated : 

M.D.—S. Cope, F. Debney, H. T. Hardy, T. Hardy, J. Hirst, K. K. Hussain, 
*E. Hyman, F. A. Lodge, K. G. Marshall, *J. D. Pickup, C. T. Roberts, *P. E. R. 
Tattersall, L. G. Topham, A. P. B. Waind, C. J. E. Wright. 

Cu.M.—D. B. Feather ; 

Fina M.B.. Cu.B.—Part IT: K. F. Wood (with second-class honours), 
R. H. P. Fernandez, R. S. Gillinson, Mary J. Hartley, F. Nicholl, J. P. Stuart. 
Part I: K. A. Exley, Marguerite J. Glover, Joan K. Hardy, R. I. M. Hepworth, 
A. T. Mersop, W. S. Richardson, Cc. G. W. Sykes, K. H. Sykes, Freda Walton, 


W. Wintersgill 
* With distinction. 


UNIVERSITY OF SHEFFIELD 


The foilowing candidates have been approved at the examinations 
indicated : 


M.D.—-H. B. Stoner. 
FINAL M.B., Cu.B.—M. Redfern (with first-class honours and distinction in 
surgery), D. Dexter (with second-class honours). 


UNIVERSITY OF ST. ANDREWS 


The following appointments in the Medical School have been made 
by the University Court. Lecturer in Pathology: Dr. H. D. Ross. 
Lecturer in Pharmacology: Dr. Sydney A. Smith. Lecturer in 
Tuberculosis: Dr. D. G. M‘Intosh. Lecturer in Midwifery and 
Gynaecology: Dr. Alexander Buchan. Assistant in Ophthalmology: 
Dr. R. M. Mathers. Assistants in Pathology: Drs. J. H. Prain and 
William Walker. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Prof. Alexander Lipschutz, director of the Department of Experi- 
mental Medicine of the National Health Service of Chile, will give 
three lectures at the College, Lincoln’s Inn Fields, on Monday, 
Oct. 28, Tuesday, Oct. 29, and Friday, Nov. 1, at 3.30 p.m. each 
day. His subjects are: the tumorigenic action of steroids and its 
implication for the problem of cancer; the antitumorigenic action 
of steroids; and the steroid balance and the antitumoral autodefence. 
The lectures are open to medical practitioners and advanced students. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GY NAECOLOGISTS 

A special meeting of the Council of the College was held on 
Sept. 27, and an ordinary meeting on Sept. 28, with the President, 
Mr. Eardley Holland, in the chair. 

The Honorary Fellowship of the College was conferred on 
Mr. Victor Bonney in recognition of his work as a gynaecologist. 

The following were formaily admitted to the Membership: 

H.R. Arthur, S. J. Barr, B. E. Blair, Catherine L. Blyth, Joyce Burt, H. Burton, 
G. B. W. Fisher (in absentia), R. L. Hartley, D. Jefferiss, lola LI. T. Jones, L. W. 
Lauste, Margaret Orford, H. C. Perry, D. L. Poddar, Esther M. Pollock, J. E. 
Scott-Carmichael, E. W. L. Thompson, T. G. E. White. 


At the termination of the meeting on Sept. 28, Mr. William Gilliatt 
assumed the office of President, Sir William Fletcher Shaw and 
Mr. James M. Wyatt the offices of Vice-president, and Mr. Arthur 
A. Gemmell the office of Honorary Treasurer. 


Medical Notes in Parliament 


HEALTH SERVICE BILL 
DEBATE IN THE HOUSE OF LORDS 


The debate in the House of Lords on the Second Reading of 
the National Health Service Bill began on Tuesday, Oct. 8. 

The Lorp CHANCELLOR, moving the Second Reading of the 
National Health Service Bill, said the idea of a comprehensive 
health service was not new. It was not a product of mere 
post-war reconstruction and it was not the preserve of any one 
party. The principle underlying the Bill had been foreshadowed 
in the 1944 White Paper of the Coalition Government and 
was, he believed, uncontroversial. However, the present pro- 
posals were in many respects radically different from those put 
forward then. 

Everyone was immensely proud of the medical services of 
this country and of the services that doctors had rendered to 
the health of the people. He was not an iconoclast, but on 
the other hand he did not doubt that they would have to alter 
—to modify and to expand—our existing institutions to make 
them fit in with the new ideal of a completely integrated 
medical service. 

This was a Bill to introduce an altered, extended, and, in 
some respects, a new service. It was not a Bill to preserve 
ancient monuments. 


Powers of the Minister 


Speaking of the provisions for the mental health service, he 
said he did not conceal from the House that it was a mere 
temporary job. When time permitted they had to undertake 
a complete review of legislation dealing with mental health. 
The Minister of Health under the Bill had very great powers. 
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He was in the position of a commander-in-chief planning a 
campaign against a very dangerous enemy—the forces of disease 
and ill-health. He was, however, prevented from being what 
he (Lord Jowitt) might term a “ pocket Hitler.” 

Every single regulation he made must come ‘before Parlia- 
ment and either it must receive affirmative approval or it could 
be quashed by resolution of either House. Our hospital ser- 
vices, Lord Jowitt declared, had been developed in a haphazard 
way. The distribution of those services was quite irregular ; 
they were overlapping in many respects. Our hospital system 
failed just because it was no system at all. Many hospitals 
were too small to justify independence. It was not the duty 
of anyone at the present time to see that the range of hospital 
services were fairly distributed among the people. That being 
so, no one, he thought, doubted the importance of rationalizing 
existing resources. “I don't believe,” he continued, “ that we 
can rely any longer on charity for the main hospital expenses. 
The day when you are going to run the services by dropping 
a shilling in my little tambourine are gone.” 


Full Freedom 


The scheme involved no bureaucratic control from White- 
hall. It did not involve a single additional Civil Servant. No 
doctor was to be compelled by direct or indirect pressure to 
join. He was to be in no way interfered with. He believed 
that by the machinery of the Bill they could achieve their 
object, which was to give full freedom and full scope and 
opportunity for professional skill. The technical training of 
the doctor, the dentist, or the nurse must be free from lay 
direction. 

They must take care to see that the doctor was no worse 
off, and they must recruit the right type of man, one who 
would uphold the traditions of a very great profession. With 
regard to specialists, the Minister of Health was prepared to 
set up a committee to deal with the remuneration of specialists, 
and he thought that was the right course to pursue. 

Referring to the shortage of dentists, he said that when people 
became better educated they would realize the tremendously 
important part which dentistry played in the health of the 
people and would insist on having a sufficient number of den- 
tists. More people must be attracted into this great profession. 
At the moment, with the hopelessly inadequate number of 
dentists, all that could be done was to give some priority to 
those who should have dental care—for example, young chil- 
dren and expectant and nursing mothers. 

The success of the scheme would depend on the day-to-day 
co-operation which the various people concerned showed in 
serving a great idea. He did not doubt that when they had 
thrashed this Bill out all sections and classes of the com- 
munity would sink their differences in trying to. press forward 
a great ideal for the betterment of the health of the people of 
this country. 

Agreements Laid Aside 


The Eart OF MUNSTER Said he had hoped they would be able 
to discuss the Bill free from acute political controversy and 
in agreement so far as possible with every branch of the 
medicai and heelth services. Unfortunately, agreements reached 
had been laid aside and certain provisions which they believed 
to be wholly detrimental to the future of the Service had been 
inserted in the Bill. There were wide differences and diver- 
gences between the proposals in the Bill and the scheme of the 
Coalition White Paper. 

He asked the Government whether it was merely for political 
and doctrinaire reasons that the whole medical profession was 
to be saddled with a scheme they disliked and institutions which 
the public had generously supported for centuries were to be 
removed from their control. He felt that the removal of 
the hospital authorities from the London County Council 
the largest hospital authority in the world—and other local 
authorities. and the encroachment by the Government on local 
affairs must tend to breed further apathy among the electors 
in local government. Under the Bill every citizen in the country 
would receive the same standard of service. A levelling process 
would be undertaken, and they all knew from experience that 
a levelling process must be downward. 

With regard to the confiscation and use for other purposes of 
endowments. he said that for the Lord Chancellor to support 


such a proposal must be unique in the law of trusteeship. It 
was the intention of the Opposition to move an amendment on 
the next stage of the Bill that between the passing of the Act 
and the appointed day any endowments which were received 
by any hospital should remain the property of that hospital 
and should not be transferred to the Hospital Endowment 
Fund. In that way they would ensure the co-operation of the 
British people for that unique organization. 

So far as the medical service itself was concerned he could 
imagine nothing that would prejudice the working of the whole 
scheme more than imposing on the doctors a plan to which 
they were practically wholly opposed. It had never been made 
clear whether the scheme embodied in the Bill was the thin 
end of the wedge of State control. If the medical profession 
knew what the Government's intentions were their feelings 
towards the Bill might be better than they were. He could 
not help feeling how much better it would have been if the 
Minister had not ridden roughshod over all the institutions and 
persons who had to be brought into active partnership to 
make the scheme flourish and prosper. 


Hospital Funds 


The MargQuis OF READING considered that the Bill moved a 
considerable step in the direction of increasing the general 
happiness of the people of this country. But he did not be- 
lieve, however dynamic and superhuman a Minister ef Health 
might be, that he could properly discharge the functions of 
housing and health at the same time. There should be separate 
Ministers. They should be closely in touch with each oiher’s 
policy and should walk hand in hand. He confessed that the 
somewhat rapacious engulfing of the funds of hospitals was a 
considerable mouthful to swallow. 

Only recently there came to his notice a case where a hospital! 
was endowed by the local inhabitants as a memorial to one 
of their airmen killed in the war. Was it, he asked, the inten- 
tion that that money should remain for the purpose for which 
it was subscribed or was it going to be swept into the omnivor- 
ous till of the Ministry of Health? 

Health centres were an experiment and it was doubiful 
whether from the psychological point of view they would appeal 
to the public. He hoped, therefore, that the Government would 
proceed very slowly with their establishment. The Bill was a 
great conception but would need considerable amendment in 
Committee. 

The ARCHBISHOP OF YORK, supporting the Bill with reserva- 
tions, said the number of people who died from preventable 
causes showed that there was a call for a health campaign on 
a very large scale. He was afraid, however, that the scheme 
might to some extent undermine the independence of the 
medical profession. 

He was anxious about the position of the voluntary hospitals 
and the effect of the scheme on local enthusiasm for these 
hospitals. He hoped that the local committees which had de- 
voted so much time to the hospitals would not become mere 
vagve shadows but would have real practical powers. He hoped 
also that the spiritual and religious ministration which had been 
a feature of the voluntary hospitals would continue under the 
new scheme. 


The Bill and the General Practitioner 


Lord Moran said with regard to the control of the hospitals 
there was no difference in the medical profession that if faced 
with the choice they would rather be under the Minister than 
the local authority. It was important he said to see that in the 
new scheme nothing was done to prevent the best men entering 
the medical profession. 

He referred to an unfortunate dispute that had arisen at the 
eleventh hour between the Minister of Health and the genera! 
practitioners. He was perfectly certain that the Minister would 
meet their claims. It would be an absolute disaster if they 
began the Service and launched it with a very large section of 
the profession convinced that they had had a raw deal. If 
the Bill was going to work they had got to do something un- 
usual. The Minister should put into the Service a small nymber 
of very experienced men who were leaders of the profession 
and persuade them to give their time to making the regions 
work. The Bill was a measure designed for the betterment of 
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the people in health and happiness. It was not the product 
of one party but of all parties over a number of years, and 
he hoped that when it became law the whole medical profes- 
sion would unite to try to make it work. 

Lord Tevior said they were faced with the fact that the 
state of the teeth of the people of this country was deplorable. 
There was no adequate service of inspection in the schools. 
At the present time there were about 15,000 dentists in the 
country, but quite a number were due to retire. 

They must somehow or other encourage more to go into 
the profession. They must endeavour to raise the prestige and 
status of the dentist. It seemed to him that the Bill took away 
the patient—dentist relationship. The dentai profession wished 
to make the scheme a success, but unless some of their objec- 
tions were removed there would be a further decrease in 
recruitment for the profession and dentists would carry on out- 
side the scheme. He hoped therefore the Government would 
do all they could to make the conditions of service under the 
Bill as attractive as possible. The position of dentists was far 
worse than that of doctors. 

The debate continued. 


The prize distribution at Charing Cross Hospital Medical School 
will be made by Viscountess Addison to-day, Friday, Oct. 11, at 
3.45 p.m., and Viscount Addison, M.D., F.R.C.S., will give the 
inaugural address in the Council Room of the Hospital. 


The first dinner-meeting of the Hunterian Society will be held at 
Pym’s, 3, Poultry, London, E.C., on Monday, Oct. 14, at 7.15 p.m. 
After dinner Dr. J. B. Cook will give his presidential address on 
the evolution of municipal medicine. 

At a meeting of the Society for the Study of Addiction on 
Tuesday, Oct. 15, at 4 p.m., at 11, Chandos Street, W., Dr. W. R. 
Bett wil! read a paper entitled: “* Poppies, Dawamesk, and the Green 
Goddess: an Exotic Study of Literary Genius.” 


At a meeting of the Royal Anthropological Institute at 21, Bedford 
Square, W.C., on Tuesday, Oct. 15, at 5.30 p.m., Sir Cyril Burt, 
D.Sc., will discuss some anthropological problems arising out of 
work for the Services. 

At a meeting of the Royal Microscopical Society in the Hastings 
Hall of B.M.A. House, Tavistock Square, W.C., on Wednesday, 
Oct. 16, at 5 for 5.30 p.m., Mr. E. Wilfred Taylor will give a 
communication on improved image illumination and contrast with 
the metallurgical microscope. The Biological Section will meet in 
the Hastings Hall on Nov. 6. 

Sir Allen Daley, Medical Officer of Health and School Medical 
Officer, London County Council, will be installed as President of 
the Society of Medical Officers of Health for the session 1946-7 
and will give his presidential address at a meeting to be held at 
Tavistock House, Tavistock Square, W.C., on Thursday, Oct. 17, 
at 5.30 p.m. 

The annual meeting of the British Orthopaedic Association will 
be held in London on Friday and Saturday, Oct. 18 and 19, under 
the presidency of Mr. George Perkins. On the first day at 1, Wimpole 
Street, a discussion on fractures of the os calcis will begin at 9.30 
a.m., followed by the presidential address on “ Rest versus Activity 
in the treatment of a fracture.” In the afternoon there will be 
short papers followed by short discussions, and in the evening a 
dinner at Grosvenor House Hotel. On Saturday, at 9.30 a.m., 
the annual general meeting will be held at St. Thomas’s Hospital, 
followed by a demonstration of cases. 

A dinner-meeting of the West London Medico-Chirurgical Society 
will be held at the South Kensington Hotel, Queen’s Gate Terrace, 
on Friday, Oct. 18, at 7.30 p.m. At 8.15 p.m., the president, 
Dr. G. S. Hovenden, will give his presidential address on “ Fifty 
Years of General Practice.” 

The annual general meeting of the Research Defence Society will 
be held at 26, Portland Place, London, W., on Wednesday, Oct. 23, 
at 3.15 p.m., when Prof. N. Hamilton Fairley, M.D., F.R.S., will 
give the fifteenth Stephen Paget Memorial Lecture entitled ‘ War- 
time research in malaria and other tropical diseases of military 
significance.” 

The London Jewish Hospital Medical Society will hold a buffet 
dance at the Royal Hotel, Woburn Place, W.C., on Saturday, Oct. 26, 
from 7 to 11 p.m. Any member of the profession interested in this 
Society can, obtain particulars from Mr. J. A. Brodie, 86, Lyncroft 
Gardens, N.W.6 


On Monday, Oct. 28, at 3 p.m., the Lloyd Roberts Lecture will 
be delivered at the house of the Royal Society of Medicine by 
Field-Marshal Viscount’ Montgomery of Alamein, the title being 
“Morale with particular reference to the British Soldier.” As 
accommodation is limited only Fellows, Members, and Associates 
of the R.S.M. may attend and admission will be by ticket. 


An exhibition of Swiss planning and building will be open at the 
Royal Institute of British Architects, 66, Portland Place, W., until 
Oct. 26. In the section devoted to the health of the community, 
mountain and ski huts, open-air baths, sports grounds, holiday 
houses, and restaurants are included, as well as the most modern 
experiments in hospital buildings. Lack of building materials during 
the war affected Switzerland badly. Steel, coal, cement, and bricks 
were scarce. The municipal hospital at Basle, however, the largest 
hospital in the country, was built entirely during the war years 
(see Journal, Oct. 5, p. 500). This is a fine modern teaching 
hospital; similar bui'dings are planned for Zurich and Geneva. 


Under the auspices of the Central Council for Health Education 
a Conference on “ Education for Family Life " took place on Sept. 
30, at B.M.A. House. The main purpose of the conference was 
to encourage the free interchange of ideas and experience in open 
discussion ; 54 delegates were present; 57 organizations having been 
invited to send representatives. Under the chairmanship of Sir 
Allen Daley (Vice-president), the morning session was devoted to a 
discussion on “* Family Life To-day ” and the afternoon session was 
concerned with the subject, “‘ Educational Possibilities,” the chair 
being occupied by Dr. Charles Hill (Vice-president of the Central 
Council for Health Education). A very varied, interesting and valu- 
able day was summed up by Prof. H. R. Hamley. 


Sir Percival Hartley, F.R.S., Director of Biological Standards at 
the National Institute of Medical Research, opening the 10Sth session 
of the College of the Pharmaceutical Society on Oct. 2, spoke of 
the remarkable success of the Ministry of Health’s campaign against 
diphtheria. Incidence and death rates had fallen and almost every 
month some new record was achieved. What would appear to be 
the last final assault in the present stage of the campaign had now 
been launched: but, once having attained the goal of immunizing 
the greatest possible number of children, the percentage must be 
maintained at the highest possible level. With regard to international 
co-operation in the field of health he said that those who had 
used the League of Nations for such purposes had found that the 
principles were sound and that it could be made to work. The 
League’s Health Organization had been of the greatest value to 
governments, ports, and ships at sea in matters concerning quaran- 
tine. Its work for the international control of certain infectious 
diseases like typhus, malaria, rabies, and plague represented other 
important phases of its activities; its concern for the world stocks 
of quinine and other antimalarial drugs, and for the control of 
dangerous drugs and drugs of addiction, yet another. Through its 
activities a valuable and practical step forward had been taken 
towards the establishment of an international pharmacopoeia, a 
project which had been under discussion for over half a century. 
Following a new endeavour, which only got under way in 1937, 
matters had so progressed that this year a report had been pub- 
lished which could fairly be claimed to be the beginnings and the 
nucleus of an international pharmacopoeia; rules for its production 
had been drawn up, a most valuable statement concerning doses 
compiled, and some fifty monographs presented for adoption. 


The Association of Anaesthetists of Great Britain and Ireland will 
celebrate the centenary of anaesthesia by a dinner in the Great Hall 
of Lincoln’s Inn on Thursday, Oct. 31. 


On Oct. 3 the general headquarters of the British Legion were 
moved from Cardigan House, Richmond, to Pall Mall, London, 
S.W.1: telephone Whitehall $731. The appeals department and the 
women’s section remain at Richmond. 


The Scotsman announces that Sir John Boyd Orr, M.D., F.R.S., 
has informed his election agent in Glaseow that he intends to resign 
his seat as M.P. for the Scottish Universities. Sir John accepted 
the office of Director-General of the International Food and Agri- 
cultural Organization on the understanding that it would be of a 
temporary nature and therefore decided to retain his seat in 
Parliament. Since it is now clear that it will be at least a year 
before the World Food Board is definitely established he has decided 
with the utmost reluctance to resign. 


The Tuberculosis Educational Institute announces a Refresher 
Course, at the Literary and Philosophical Library, Westgate Road, 
Newcastle-upon-Tyne, for medical practitioners and tuberculosis 
officers, on the treatment of tuberculosis, Nov. 4 to 9; fee, four 
guineas. Programmes can be had from Dr. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1. 


The College of Midwives is founding a research scholarship to 
enable a midwife to assist a doctor in hospital research into the use 
of analgesia in childbirth. 
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The Services 


EPIDEMIOLOGY SECTION 


DEATHS IN THE SERVICES 
Lieut.-Col. James Morwoop, I.M.S. (ret.), has died at the age of 
84. Born in Castledawson, Co. Derry, Ireland, he qualified M.D., 
M.Ch., M.A.O. with honours at the Royal University of Ireland in 
1884. He joined the Indian Medical Service in 1886, and after 
preliminary studies at the Royal Victoria Hospital, Netley, proceeded 
to India. He took part in the Hazara Expedition of 1888, for 
which he obtained the India medal with Hazara clasp, and he 
also took part in the Tirah Expedition of 1897-8, for which he 
received the India medal with Punjab Frontier and Tirah clasps. 
After this service on the North-West Frontier he held many civil 
appointments, finally becoming civ’l surgeon, Benares, during the 
period 1914-16, and officer in mxJdical charge of Indian Troops 
Hospital, Karachi, 1916-18. On his retirement after 32 years of 
service in India, he returned to settle in Belfast. His main interests 
throughout his years in Belfast were various philanthropic institutions 
of a medical nature. He was honorary secretary for many years of 
the Belfast Branch of the National Society for the Prevention of 
Cruelty to Children, he was a member of the board of management 
of Forster Green Hospital for Consumption, and of the board of 
governors of the Ulster Society for Promoting the Education of 
the Deaf, Dumb, and Blind. He had been a member of the B.M.A. 
for 56 years. Col. Morwood married Miss Mary Bell, of California, 
the daughter of a doctor who served on the Southern side during the 
American Civil War; she died in 1939. He is survived by two 
daughters and by three sons, two of whom are in the medical 
protession. 


EPIDEMIOLOGICAL NOTES 


Discussion of Tabie 
In England and Wales there were 134 fewer notifications of 
: hooping-cough and an increase of 62 in the returns for scarlet 
ever. 

Half the decline in cases of whooping-cough was contributed 
by Yorkshire West Riding 38 and London 32. The largest 
increase in the incidence of scarlet fever was Yorkshire West 
Riding 38. Only small fluctuations occurred in the local trends 
of measles except in Lancashire, where an increase of 60 was 
recorded. 

The largest returns for dysentery were London 14, Lancashire 
11, Warwickshire 10. Of the 13 notifications of typhoid 6 were 
from the Port Health District of Liverpool ; these cases were 
imported from West Africa. 

The 240 notifications of diphtheria were 3 below the record 
low level of seven weeks ago. The only change of note in the 
local trends during the week was an increase of 11 in Suffolk. In 
this county 8 of the 12 cases were reported from Halesworth 
U.D. The largest returns during the week were Lancashire 
59, Durham 25, and Yorkshire West Riding 21. In some 
counties the recent incidence of diphtheria has been very low, 
and there are twelve counties which during the past two months 
have had an average of less than one notification each week. 

In Scotland the chief feature of the returns was a fall of 20 
in the notifications of dysentery. Other decreases were acute 
primary pneumonia |9, measles 14, whooping-cough 14. 

A serious outbreak of ringworm has been reported from 
Bathgate, West Lothian. Altogether 200 children have been 
infected in nine schools with a population of 4,000. 

In Eire a decline in incidence was recorded for diphtheria 11 
ind scarlet fever 18, while measles increased by 10 cases. In 
Dublin C.B. 50 cases of diarrhoea and enteritis were notified. 

In Northern Ireland the notifications of scarlet fever increased 
by 15. 

Quarterly Returns for Eire 

During the June quarter a birth rate of 24.1 per 1,000 was 
recorded ; this was 0.1 higher than the rate for the two pre- 
ceding second quarters. The infant mortality was 57 per 1,000 
registered births, 2 below the rate for the preceding June 
quarter. The general death rate was 14.1 per 1,000, an improve- 
ment of 0.3 on the June quarter of 1945. Of the deaths unde 
2 years 184 were attributed to diarrhoea and enteritis. The 
746 deaths from pulmonary tuberculosis and 254 from other 
forms of tuberculosis were 143 and 21, respectively, below the 
averages of the five preceding second quarters. 


Week Ending September 28 
The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,001, whooping-cough 
1.451, diphtheria 285, measles 1,461, acute pneumonia 373, 
cerebrospinal fever 32, dysentery 66, acute poliomyelitis 30, 
paratyphoid 19, typhoid 12. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Sept. 21. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Fiezures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London) 
(b) London (adnpinistrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland 


A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 
1946 1945 (Corresponding Week) 
Disease 
(a) | (c) | | fa) | (c) | (d) | fe) 
Cerebrospina! fever 36 39 4 15 Ij - 
Deaths ! | 
Diphtheria 240; 16, 78) 24 16 496) 28 128 71) I! 
Deaths 3 2 1 5 1 I 
Dysentery 66) 14; 22) 270; 41; 132 2 
Deaths | 
Encephalitis lethargica, | | | 
acute ee l 2 2 
Deaths 
Erysipelas | 43 4 3 4! 7 
Deaths - 
Infective enteritis or | 
diarrhoea under 2 | | 
years | 60, | 101 
Deaths 38) 10 9 8 71 9 26, 22) 
— - 
Measles* 1,208) 82| 61 29 2 397, 7! 17 
Ophthalmia neonatorum | 69) 15; — | — 8! 7, 10 
Yeaths | | | | | 
Paratyphoid fever 17 7(B) 1 4(B) - 
Deaths | ome | — - | 
Pneumonia, influenzal.. | 312) 10 347, 
Deaths (from _ influ- 
enza)t 5} - 4 1 
— — — | — 
Pneumonia, primary | 117; 12 149 | 
Deaths 18 5 2 | 6 
Poliomyelitis, acute .. 28 1) 2 1 45 ! ! 9 3 
Deaths ea — | | | 1 
Pucrperal fever . . 18 
Deaths j | | | | 
Puerperal pyrexia t 106P 11) — 157 14 1} 
Deaths 
Relapsing fever 
Deaths : | 
Scarlet fever 853} 71) 158) 16) 1,361 105) 271} 14] 36 
Deaths | i— | 
Typhoid fever 13 1} — 2 6 2 
Deaths — | | 
Typhus fever .. — | | | 
Deaths | | 
Whooping-cough* 1,610} 110) 105; 25) 24) 1,093 42) a 
Deaths | 6 | 2) 6 4) 
Deaths (0-1 year) 352; 40) S7} 335} Sij Ss} 42] 14 
Infant mortality rate | | 
(per 1,000 live births) | | | 
Deaths (excluding still- | | 
births) 3,838] 612) 163) 97] 3,813) 581) 537) 194) 99 
Annual death rate (per | 
| 10-8) 10-4) | 12-2) 12-5 
| 


1,000 persons living) 
Live births 
Annual rate per 1,000 


8,617/1301/ 1082) 428 


| 
persons living 21-8} 27-4 | | 
Stillbirths 41) 29 | 189} 23 35) 
Rate per 1,000 total | 
births (including | 
stillborn) 26 7 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 
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ANY QUESTIONS ? 


Accommodation Asthenopia 


Drumshcugh Gardens, Edinburgh. 


Q.—What are the causes of accommodation asthenopia in 
a young man? Could it be due to syphilis ? 


A4.—The usual causes are want of proper correction of focus, 
debility, reading or writing too close to the paper, convergence 
deficiency, and poor illumination. Less frequent causes are 
glare—directly from the source of light or indirectly from a 
glazed paper—and glaucoma. Among the bodily disorders 
associated with this condition are cited tuberculosis, intestinal 
disorders, hypopituitarism, neurasthenia, vascular hypertension, 
and nasopharyngeal, tonsillar, and dental disease. 

Unless syphilis is causing active ocular disease it is not a 
recognized cause of altered accommodation. Treatment is by 
accurate refraction under a mydriatic and elimination of the 
above causes. 


Vitamin E in Heart Disease 


Q.—Has vitamin E treatment been tried in this country, as 
in Canada, and particularly in cases of auricular fibrillation ? 


A.—With many of the vitamins our knowledge of the clinical 
effects of deficiency preceded the identification and isolation of 
the particular factor in the laboratory. Scurvy, rickets, beri- 
beri, and xerophthalmia were well known before the existence 
of vitamins was realized. Vitamin E on the other hand was 
discovered as the result of laboratory experiments on reproduc- 
tion in rats. Extensive investigations have since shown that it 
is essential for the nutrition of many other animals, including 
the rabbit, guinea-pig, and chicken, and that it is required for 
many functions other than reproduction, but evidence that 
vitamin E deficiency is of clinical importance in the human 
subject is inconclusive. 

Apart from the Canadian claims on which this question is 
based reasons for testing vitamin E in the treatment of certain 
forms of heart disease might have been inferred from the results 
of animal experiments, since muscular lesions, sometimes accom- 
panied by degeneration of the nerves, are a prominent feature 
in avitaminosis E. While these lesions were first described in 
the skeletal muscles and uterus, it has recently been shown 
that the heart is also affected. We have the further point that 
in the rat the muscular degeneration of vitamin E deficiency is 
characterized by the deposition of brown pigment granules, 
which appear on histological examination to be identical with 
those found in brown atrophy of the senile human heart. 
There is as yet, however, no evidence on the treatment of 
myocardial disease with vitamin E in this country. 

The results of treatment of the various forms of atrophy or 
degeneration of the skeletal muscles have generally been dis- 
appointing, although American workers have claimed that 
failure may be due to the faulty absorption of the vitamin. 
The use of vitamin E in the clinical treatment of auricular 
fibrillation, even if it is believed to be of myocardial origin, 
must therefore be regarded as no more than experimental until 
a critical appraisal of the Canadian claims has been made. A 
suitable dose for such a trial would appear to be 90 mg. of 
tocopherol acetate daily, which has been found to be sufficient 
to cause g definite increase in the level in the blood plasma. 
Doses of up to 5 g. daily have been given without ill effects. 
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AND ANSWERS 
Intestinal Carbohydrate Dyspepsia 


Q.—What ts the treatment for intestinal dyspepsia’ 
sulphaguanidine been tried in these cases? 


Has 


A.—Intestinal dyspepsia, er intestinal carbohydrate dyspeps:a 
as described by Hurst, is thought to be due to hurry through 
the small intestine or to a deficiency of its secretions. As a 
result starch still in its cellulose jacket reaches the large bowel, 
where it is acted upon by the diastase of the caecal secretions 
The starch is freed and is fermented by the bacteria present, 
which, finding a medium to their liking, multiply rapidly. The 
particu'ar bacterial flora found in these cases is, therefore, a 
secondary and not a causal finding. Provided that starch in 
its cellulose envelope is prevented from reaching the colon the 
excess of enterococci will die off and treatment wiih sulphe 
guanidine will not be necessary. Sulphomamides can have onl) 
a limited use in this disorder—the underlying disturbance ot 
function may persist for a long time, and it is impossible to 
continue chemotherapy for more than a short while. 

Diet should not be difficult, even in these times. Sugar and 
starch which has been liberated from its envelope (e.g., in 
bread and flour) are well digested in all but the most severe 
cases and need not be restricted. The following starch- 
containing vegetables should be prohibited: potatoes, dried 
peas and lentils, carrots, artichokes, parsnips, beetroot, onions, 
and rice. 

A few drugs may be of value. Codeine | /4 gr. (16 mg.) may 
slow up intestinal movements. Charcoal 1/2 oz. (15 g.) in 
water each morning may help to absorb the gases formed. 
Constipation is best treated by mucilaginous aperients which 
will add bulk and fluid to the faeces. Finally, all these patients 
should be encouraged to return to a normal diet as soon as they 
have been symptom free for any length of time. This disorder 
tends to occur in those who are introspective and who take a 
morbid interest in their bodily functions. A severe neurosis 
will replace the original complaint unless the sufferers are 
handled very firmly. 


Potassium Thiocyanate in Essential Hypertension 


Q.—How should thiocyanate be administered in treating 
essential hypertension ? 


A.—Potassium thiocyanate is one of the few drugs which 
appear to lower the blood pressure. Although thiocyanates 
do not split off hydrocyanic acid they may produce unpleasant 
toxic effects if the thiocyanate level in the blood exceeds 12 mg. 
per 100 ml. The dosage necessary to produce this concentra- 
tion varies considerably, but the risk of toxic effects is remote 
if the following course is given: potassium thiocyanate 1} gr. 
(0.1 g.) in peppermint water thrice daily after food for a week, 
twice daily for the next week, and once daily for the next two 
weeks. If control by blood thiocyanate estimations is possible 
3 gr. (0.2 g.) may be given daily and increased by 3 gr. (0.2 g.) 
each week until either a satisfactory fall in pressure is recorded 
or the blood level reaches the critical value. 

Regular blood pressure measurements under uniform condi- 
tions should be made every two or three days. A significant 
fall of blood pressure is produced in perhaps one-third of the 
patienis treated. Relief from headache is experienced in more 
than half the cases. If the four-week course produces good 
results either objectively or subjectively it may be repeated 
when symptoms recur or when the blood pressure rises again. 

Toxic symptoms are as follows: weakness, fatigue, crowsi- 
ness, and gastric or intestinal disorders. Dermatitis has been 
recorded even after moderate dosage. 


Action of Ung. Ichthyol 
Q.—W hat is the action of ung. ichthyol upon inflammation ? 


A.—Ichthammol, obtained by treating fossilized fish deposits 
with sulphuric acid and neutralizing the distillate with ammonia, 
contains about 10% of sulphur in the form of organic sulphon- 
ates. It has to some extent the properties of sulphur—mildly 
antiseptic and parasiticidal—but is non-irritant and has the 
reputation of being demulcent. Its use is empirical and is 
probably related to its black colour and unpleasant smell. Its 
value is doubtful and many dermatologists find little use for it. 


lo 
obj 
risk 

A 
pne 
hou 
may 
test 
dist 
in q 
find 
wou 

be « 


Q. 
due 
ally. 
to ju 
of 
and | 
Spine 
on 
oper 


A. 
that | 
are t 
feels 


—e.g 
devel 
cougl 
disk 
strain 
The 
acute 
marke 
stool, 
leg in 
curve 
ing fo 
flexior 
and rc 
the le 
sciatic; 
pain 
marke 
(e) Pai 
and 
fully e 
most r 
Oppost 
this te 
buttock 
thesia 
the ou 
absence 
occasio 
central] 
Ther 
exampl 
becomi 
lumbag 
become 
when 
pattern 
and ne 
commo 
the for 
the fif 
lumbar 
Broad! 


| 
accid 


Oct. 12, 1946 


Pneumothorax and Air Travel 
Q.—Is it dangerous for a man with a small pneumothorax 
to fly to the United States? I know there is a theoretical 
objection to flying at high altitudes, but is there even a moderate 
risk either of syncope or of lighting up a tuberculous focus ? 


A.—I think it is most inadvisable for a man with a small 
pneumothorax to fly to the United States with perhaps twelve 
hours at 10,000 ft. (3,000 m.) and the possibility that the pilot 
may go rather higher if the weather necessitates it. Cases 
tested in the decompression chamber have shown considerable 
distress with short exposure to 9,000 ft. (2,700 m.). If the man 
in question can be tested in a decompression chamber he may 
find that he has no disturbance or pain, in which case there 
would be little risk in travelling by air, but I think it would 
be dangerous to travel without such a test. 


Intervertebral Disk Lesions 

Q.—-1. What is the characteristic syndrome by which sciatica 
due to a lesion of an intervertebral disk can be diagnosed clinic- 
ally? 2. Can a diagnosis be made with sufficient confidence 
to justify laminectomy? 3. What is the significance in a case 
of sciatica of narrowing of the disk between the fifth lumbar 
and first sacral vertebrae and of a comparatively straight lumbar 
spine as shown on Straight x-ray? 4. Does a negative finding 
on myelography contraindicate laminectomy? 5. How is the 
operation performed, and are the results good ? 


A.—1. Characteristic Syndrome.—It is important to realize 
that disk protrusions occur under variable circumstances. There 
are two characteris’ic stories. A person lifting a heavy weight 
feels something “ give” in the back. There is intense lumbago 
or sciatica, and the individual is unable to straighten up. ©: 
there may be no recent injury. Sometimes there has been an 
accident some months earlier producing no obvious back pain 
—e.g., a fall on to the buttocks. Many months later sciatica 
develops, perhaps precipitated by some minor effort. say a 
cough or a sneeze. It is probable also that an intervertebral 
disk can be damaged by the repeated but usually unnoticed 
strains of an active athletic life. 

The typical clinical picture includes: (a) Sudden onset of 
acute “lumbago” or “sciatica,” usually in a young person, 
markediy aggravated by coughing, sneezing, or straining at 
stool. (b) Scoliosis which may be towards or away from the 
leg in which the pain is felt ; or reversal of the normal lumbar 
curve ; or deviation of the trunk to one or other side on bend- 
ing forward. (c) Spasin of the posterior spinal muscles so that 
flexion and extension are limited and painful but lateral flexion 
and rotaiion are relatively normal. (d) Tenderness above or at 
the level of the posterior superior iliac spin¢é on the side of the 
sciatica. Sometimes deep pressure at these levels will cause 
pain referred along the sciatic distribution. There is often 
marked tenderness along the course of the sciatic nerve. 
(e) Painful limitation of “ straight leg raising “—i.e., active 
and passive limitation of flexion at the hip with the knee 
fully extended and the patient recumbent. This restriction is 
most marked on the affected side but is often present on the 
opposite side as well. There are several methods of eliciting 
this test. (f) Loss of tone, wasting, and weakness of the 
buttock, and the posterior or anterior calf muscles. (g) Anaes- 
thesia or hypoaesthesia of the outer aspect of the calf and 
the outer or inner borders of the foot. (h) Diminution or 
absence of the ankle jerk, usually on the affected side but 
occasionally on the opposite side if the prolapsed disk is 
centrally placed. 

There are wide variations of this clinical picture. For 
example there may be no sciatic pain at all—indeed it is 
becoming increasingly clear that recurrent attacks of acute 
lumbago are due to prolapsed intervertebral disks. The spine 
becomes temporarily “locked” in the same way as the knee 
when a torn meniscus is displaced. Again the neurological 
pattern is variable, so that in some there are sensory chapges 
and no motor or reflex abnormalities, and vice versa. The 
common sites of disk protrusion are the intersp.ce between 
the fourth and fifth lumbar vertebrae producing pressure on 
the fifth lumbar root, and the interspace between the fifth 
lumbar and first sacral with pressure on the first sacral root. 
Broadly speaking the fifth root syndrome is weakness of the 
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anterior tibial group of muscles with hypoaesthesia of the 
outer aspect of the calf and the inner border of the foot, the 
ankle jerk being normal. Pressure on the first sacral root 
causes weakness of the gluteus maximus and posterior cal! 
muscles, hypoaesthesia of the outer aspect of the calf and outer 
border of the foot, and changes in the ankle jerk. 

2. Diagnosis can be made by clinical and x-ray examination 
with confidence. The condition which most closely mimics 
the disk’ syndrome is spondylolisthesis. It is obviously impor 
tant to carry out an examination sufficiently thorough to excluce 
such lesions as neoplasms in the spinal column, or tuberculous 
or other inflammatory processes in the lumbar spine or pelvis. 
In actual fact these conditions rarely cause confusion. 

3. Narrowing of an intervertebral space as shown in a 
straight x-ray may mean degeneration of the disk material, but 
it certainly does not always indicate the disk which is causing 
ihe sciatica. Opinion is divided about its significance. 

4. Myelography is nowadays rarely employed for the diagnosis 
of a straightforward prolapsed disk. Occasionally when there 
is doubt about the cause of sciatica or about the location of 
the root pressure it is valuable. Lipiodol has been discarded in 
favour of non-irritating contrast media, such as “ pantopaque,” 
which can be withdrawn more easily. A negative myelogram is 
by no means a contraindication to operation 

5. Treaiment. Most surgeons advise operation if the sciatica 
or lumbago does not subside after three to six weeks’ rest in 
bed, or after immobilization in a plaster jacket or spica, or if 
recurrences are frequent. Operation is justified in these circum- 
stances on clinical and straight x-ray examination alone. The 
operation is performed extrathecally. Most neurological 
surgeons excise the prolapsed material through an_ inter 
laminar approach, removing the ligamentum flavum and a 
mere nibble of bone; orthopaedic surgeons favour the per- 
formance of a modified laminectomy, taking care to avoid 
damage to the facet articulations. The important thing is for 
the procedure to be carried out by an expert. In his hands 
the operation carries no special risk and the results are excel 
ient. In long-standing recurrent cases the quality of recovery 
is not so good as in recent cases—and the convalescence tends 
to be longer. This is no doubt due to changes in the nerve 
root from long-continued and oft-repeated irritation. 


Nervous Breakdown 
Q.—What is a nervous breakdown ? 


A.—Biologically speaking, a “nervous breakdown” is the 
inability of the personality to cope with the problems and 
difficulties of life. In its adaptation to life the mechanism of 
response breaks down. It refers to a failure in response of 
the personality as a whole and not usually to a breakCown Cue 
to specific diseases like disseminated sclerosis. It depends on 
two factors, the severity of the objective stress and the constitu 
tional inability of the individual to stand the strain. In some 
cases, as in war shock, the objective traumatic factor may be 
the more important. But according to modern psychological! 
opinion a “nervous breakdown” is rarely caused by objective 
conditions alone. Even in traumatic conditions like “ shell 
shock” we find there are predisposing causes, which is why 
one man breaks down under such conditions and another does 
not. The instability of the individual is the most important 
factor. This instability may be innate and constitutional or 
acquired. If the instability is of a constitutional kind the 
breakdown is usually of the nature of a “ psychosis,” and is 
not spoken of as a “nervous breakdown.” In the majority 
of cases the term is used of those conditions in which the 
instability is the result of subjective causes, such as emotional! 
conflicts and internal stresses, which so weaken the organisn 
that it is rendered incapable of withstanding even the ordinary 
stresses of life, and so breaks down. That is why a patient so 
often breaks down for no apparent cause. (Of course even in 
these cases physical fatigue, toxic conditions, and constitutional 
sensitivity may be contributory causes, but it is the mental 
fatigue due to the strain of subjective conflict which is the 
important factor undermining the personality.) These conflicts 
may be between strong emotions like fear and aggressiveness 
or sex; but the most deep-rooted conflict is that between the 
native impulses of the natural self and the demands made upon 
him by society, and the demands which he makes upon himself 
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In the case of the soldier, for instance, the basic conflict may 
be between his sense of duty on the one hand, and his fear or 
his worry about his people at home in the bombing, on the 
other. A woman may have a conflict between her devotion 
to her family and her infatuation for another man. It is such 
conflicts that undermine the personality and cause insomnia 
and psychosomatic disorders like indigestion and anxiety. In 
psychological jargon this is the conflict between the natural 
self or ego and the super-ego or adoption by the individual of 
the demands of society and their incorporation into his person- 
ality. If the natural self wins the result is a delinquency. If 
it is repressed it is liable to produce a duality in the personality 
with a resultant neurosis. The tendency to such repression and 
dissociation is found to lie in attitudes of mind determined 
in early childhood, and it is these which predispose the indi- 
vidual to neurosis, even though in fact he may never break 
down. 

Thus, a patient suffering fears in early childhood failing the 
protection of others must needs repress them and adopt an 
attitude of self-sufficiency. He then denies these fears and 
overcompensates by aiming at success and achievement, as a 
barrier against his fears. He overworks, is over-conscientious, 
over-anxious to do well, and can never rest, until, suffering some 
slight rebuff or illness, he can stand it no longer and breaks 
down. The barriers having broken down, all the old fears 
surge up and these constitute the symptoms of his breakdown. 
By breakdown we may mean, therefore, a breakdown of the 
standards of behaviour adopted by the individual, whether 
determined by his effort to meet his responsibilities in life, 
his courage, his devotion to his parents, his goodness, or his 
ambition. These are of course worthy qualities but in his case 
they have been morbidly motivated. Thus, a nervous break- 
down frequently occurs in people who are otherwise successful, 
conscientious, and with a high regard for duty. A nervous 
breakdown is usually regarded as being due to overwork. In 
fact the overwork is itself due to over-anxiety—against which 
the patient has all his life striven and struggled. The nervous 
breakdown is therefore not so much a failure in adaptation to 
objective circumstances, although that may be an important 
factor, but rather of failure to adapt himself to himself. In 
brief, a “nervous breakdown” is an acute psychoneurosis. 
Since the predisposing causes of the breakdown lie in early 
experiences, the purpose of analysis is for the patient to go 
back to his experiences and reorientate himself towards them 


and towards life. 
INCOME TAX 


Car Transactions 


H.P. until this year used a motor cycle (cost £85 in 1915) and 
a car (cost £300 in 1924). The cycle was dispensed with in January, 


1946, and the car was stolen in March, 1946. Neither has been 
replaced. No depreciation has been claimed on either vehicle. H. P. 
does not propose to replace either at present. 

No obsolescence or replacement allowance is due _ until 


replacement has been effected. In the circumstances all H.P. can 
do is to make good his omission to claim the depreciation allowance 
on the ground of “error or mistake” in his past returns. The 
claim can be made for the six years to 1945-6 inclusive, and will 
have to be based on the written down values calculated as if the 
depreciation allowance had been claimed for each year since the 
purchase of the vehicles. 


D.J. started in practice on April 1, 1946. He bought a second- 
hand car for £250, but later sold it for £300 and bought a new 


car for £425, 
“basic year” for 1946-7 will be the year com- 
mencing April 1, 1946. He cannot claim depreciation, etc., on 


the new car without bringing in the profit on the second-hand car. 
This claim for 1946-7 will accordingly be: 


£ 

Initial allowance, 20°% of £425 85 
Wear and tear allowance, 25°% of £425 ae . 106 
191 
Less balancing charge, £300 — £250 .. ob 50 
Net allowance £141 


Assistant’s Board 


P. L. asks whether he can deduct as a professional expense the 
cost of the keep of an assistant boarded free at a branch surgery. 


, 
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LETTERS, NOTES, ETC. 


Treatment of Dupuytren’s Contracture with Fibrolysin 


Mr. W. J. Sruarr (Consulting Surgeon, Edinburgh Royal 
Infirmary) writes: In the Journal of Aug. 31, p. 317, under 
* Any Questions?” the specialist, in answer to a question regarding 
treatment of Dupuytren’s contracture of the palmar fascia by 
fibrolysin, states that it “‘ has not proved satisfactory. . . . Experience 
has not confirmed the claims at first made for it.” I have photo- 
graphs of a fairly bad case, and of the same case six weeks later 
completely cured, after nineteen injections of fibrolysin. I published 
results (Folia Therapeutica, 1909, 3, No. 1), and have treated a 


considerable number of cases thereafter. A few were completely 
cured; a few showed no change; and the majority showed more 
or less improvement, often very considerable, without being a com- 
plete cure. My experience was that subcutaneous or intramuscular 
injections at a distance were of no value; the solution had to be 
injected into the palm itself beneath the altered fascia (not super- 
ficial to it or the skin sloughed). The best preparation was by 
Merck of Darmstadt, sterile in ampoules, each containing 2.3 m! 
of a 15% aqueous solution of fibrolysin corresponding to 0.2 
grammes of thiosinamin. In some patients the injection is painless, 
in others it causes severe pain for a few minutes. In the latter case 
a little 2% novocain can be injected through the needle, followed 
in a few minutes by the fibrolysin. Usually from ten to twenty or 
even more injections are required, at intervals of two to four days 
The result in any given patient is quite uncertain, but in some cases 
it is miraculous. 
Giant Urethral Calculus 


Mr. C. C. Hotman (Northampton) writes: With reference to 
Mr. Lake's article (Sept. 7, p. 328), your readers may be interested 
to know that in 1935 I removed a calculus of the same weight from 
the urethra of a pregnant woman (British Medical Journal, 1935, 
1, 1072). 

Healthy Babies or Morbid Cases ? 


The general practitioner's devotion to clinical medicine and his 
distant attitude to preventive medicine were commented on by 
Dr. J. Frandsen, Chief of the Danish Public Health Service, at a 
conference of several hundred doctors in Copenhagen, reported in 
the Journal of the Danish Medical Association, Ugeskrift for Laeger, 
for July 25. His words of encouragement, tempered by gentle 
reproach, were addressed to the Danish medical practitioner, whom 
Dr. Frandsen would like to see just as interested in healthy babies 
and expectant mothers (however much they may fill a surgery to 
overflowing) as in patients waiting to be snatched from the jaws 
of death. The Danish Government has recently adopted radical 
legislation in the field of preventive medicine, and Dr. Frandsen 
has played a prominent part in deciding that the general medical 
practitioner shall be roped in as far as possible in the execution 
of this legislation. One of the new measures, which came into 
force on Dec. 1, 1945, provides every pregnant woman with three 
examinations by a doctor and seven by a midwife, all free of 
charge. Another measure provides for nine medical examinations 
free of charge for every child in Denmark up to the age of 7, 
three of these examinations to take place during infancy, and one 
in each of the following six years. These and similar measures 
might have been operated by specialists working more or less 
independently of the family doctor. Such a policy might have 
ensured both efficiency and economy, but Dr. Frandsen does not 
favour it because he has always looked upon the general practitioner 
as the mainstay of preventive as well as of clinical medicine in 
Denmark. But if he is to achieve and maintain this position, the 
G.P. must keep up with the times. 


Herpes Zoster and Variceila 


Dr. Ernest SILBERSTERN writes from Waterfall, N.S.W., Australia : 
With reference to the recent discussion concerning the relationship 
between zoster and varicella, I would draw attention to the fact 
that there is ample epidemialogical (Cantor, Mayerhofer, Wooley), 
pathological (Tyzzer, Kundratitz, Netter and Urbain, Lauda and 
Silberstern), and clinical (Bokay, 1892, Ortner, etc.) evidence that 
some cases of zoster are undoubtedly of varicellous nature and 
others are not. Lauda and I in 1925 were in the position to offer 
clinical suggestions and to produce suggestive pathological evidence 
with the complement-fixation test (used by Netter and Urbain to 
prove the relationship between these two diseases) that this reaction 
is not positive with all cases. Exchange of antigens and sera with 
Netter and Urbain mutually confirmed their results and our own. 


Disclaimer 


Dr. V. N. Leysuon (Great Yarmouth) writes: References in cer- 
tain daily newspapers to “ blood irradiation” in which my name 
was mentioned were made without my knowledge or consent and 
the facts mentioned were grossly misleading. 


